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The U.S. health care system suffers from a chronic malady—the revolving 
door syndrome at its hospitals. It is so bad that the federal government says 
one in five elderly patients is back in the hospital within 30 days of leaving.
Some return trips are predictable elements of a treatment plan. Others are 
unplanned but difficult to prevent: patients go home, new and unexpected 
problems arise, and they require an immediate trip back to the hospital.
But many of these readmissions can and should be prevented. They are the 
result of a fragmented system of care that too often leaves discharged patients 
to their own devices, unable to follow instructions they didn’t understand, 
and not taking medications or getting the necessary follow-up care.
The federal government has pegged the cost of readmissions for Medicare 
patients alone at $26 billion annually, and says more than $17 billion of it 
pays for return trips that need not happen if patients get the right care. This 
is one reason the Centers for Medicare & Medicaid Services has identified 
avoidable readmissions as one of the leading problems facing the U.S. health 
care system and now penalizes hospitals with high rates of readmissions for 
their heart failure, heart attack, and pneumonia patients. 
This report is being released in conjunction with the Robert Wood John 
Foundation’s Care About Your Care initiative, which is devoted to improving 
care transitions when people leave the hospital. It looks at the issue of read-
missions in two ways: by the numbers and through the eyes of the people 
who live them. 
In section one, “After Hospitalization: A Dartmouth Atlas Report on Read-
missions in Medicare Beneficiaries,” researchers from the Dartmouth Atlas 
Project analyze Medicare data to demonstrate that this national problem is 
really a series of local problems.
“The burden of readmissions falls unevenly on Medicare beneficiaries, and 
is closely linked to their place of residence and the health system providing 
their care,” the Dartmouth researchers conclude. “Patients with similar illness 
have very different chances of hospital readmission depending on where they 
live. The variation in the quality of care between health systems is hard for 
patients and doctors to see, but the differences are substantial. Many patients 
are readmitted simply because they live in a locale where the hospital is used 
more frequently as a site of care for illness, leading to both higher initial ad-
missions and higher readmissions.”
The data show that the rate of readmission for patients discharged after a 
medical admission in 2010 varied from a high of 18.1 percent in Bronx, N.Y., 
to a low of 11.4 percent in Ogden, Utah.
The spread was even wider for patients hospitalized for surgery. In 2010, 18.3 
percent of Medicare beneficiaries in Bronx, N.Y., made a return trip to the 
hospital within 30 days, compared to a low of 7.6 percent in Bend, Ore.
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This report builds on a preceding 2011 Dartmouth Atlas report finding that 
more than half of discharged Medicare patients do not see a primary care 
clinician or specialist within two weeks of leaving the hospital, an indicator of 
poor coordination of care between hospital and community clinicians. 
Improving this and other aspects of care coordination is at the heart of efforts 
by hospitals, community-based clinicians, and allied health care professionals 
to keep people from returning to the hospital. Nurses and others inside hos-
pitals are working to do a better job of educating patients and their caregivers 
about what they need to do when they go home. They are also working harder 
to connect them with primary care. These are all positive developments.
But policy-makers must also confront the Dartmouth research’s overarching 
finding—some communities use hospitals as a site of care more than others, 
regardless of illness levels within the community. This is vital to understand, 
because even though hospitals are places where life-saving heroics are routine, 
they can also be costly and dangerous places to receive care. People who do 
not need to be in the hospital should not be there. Getting people the care 
they need outside the hospital is imperative, and policy and payment initia-
tives should account for the interplay of the distribution of hospital resources 
and the role delivery and reimbursement systems play in hospital admissions 
and readmissions.
Section two, “Hospital Readmissions From the Inside Out: Stories from Pa-
tients and Health Care Providers,” reports on the results of 32 interviews con-
ducted by PerryUndem Research & Communication with patients, caregivers, 
and health care providers who live and work in metropolitan Washington, 
D.C., New York City, and Dallas. 
No two stories are alike. 
One patient, Eric, said he left the hospital dog tired with a diagnosis of chron-
ic obstructive pulmonary disease but no understanding of when to use his 
inhaler. He also continued to smoke. To no one’s surprise, he was back in the 
hospital. Thankfully, the second time around, he was flagged by his health 
plan and received better follow-up care. He now answers five questions daily 
so his care team can monitor his breathing, and he takes smoking cessation 
classes.
Barbara, who has type 2 diabetes, went to the hospital because her blood 
sugar was out of control. She went home no wiser about how to properly ad-
minister her insulin or eat right. On her second trip to the hospital, she met 
repeatedly with a dietician and went home with instructions on how to adjust 
her insulin. She’d had diabetes for 14 years without her primary care doctor 
ever offering that kind of help.
David was hospitalized for 14 days with chronic obstructive pulmonary dis-
ease, and although doctors suspected a mucus plug, they did not remove it. 
When he got home, his breathing was just as bad as before. A few days later, 
People who do not 
need to be in the 
hospital should not be 
there.
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The sooner we all own 
up to our role, the 
sooner we can tackle 
this problem together.
he checked himself into a prestigious academic medical center that his insur-
ance would not have authorized by entering through its emergency room. 
The second time was the charm; they removed the plug and he went home 
breathing better. 
Tracey, a hospital discharge planner, said “sometimes the plan doesn’t work 
because families, just to be quite frank, don’t want the plan to work. They 
can’t manage the patient at home, and sometimes it’s they can’t do it, and 
sometimes they don’t want to do it.” She also noted that patients discharged 
on weekends get worse care because of short staffing. “There’s not a lot of face 
time.”
Tom, an emergency room doctor, said, “A lot of times you get the feeling that, 
I know that this person doesn’t need to be in the hospital, but I’ve got dis-
traught family members who are practically wringing their hands and crying 
at the patient’s bedside begging me to admit the patient into the hospital.” 
Glenn, an internist, finds that doctors and patients are caught in a squeeze 
play. Hospitals administrators carefully monitor length of stay—they are eager 
to send people home because the longer a patient stays, the less money they 
make under many payment systems. So, sometimes patients are sent home 
before they’re ready. On the other hand, he noted, the longer you are in a 
hospital, the more likely you are to get an infection.
As the report concludes, “Every patient’s story about his or her hospital read-
mission is complicated, unique, and hard to characterize. Yet there are com-
mon traits across the stories.”
Over and over, patients with a new diagnosis said they did not receive or 
understand information about everything from taking their medications to 
potential complicating factors. They talked about rushed discharge processes 
and lack of follow-up care. Providers told us about family members desperate 
for a break from caring for a sick loved one and begging to have them read-
mitted. And they complained of reimbursement methods that send some 
people home before they are ready and others that encourage bringing them 
back. 
But there were also signs of encouragement. One hospital now has a 24-hour 
pharmacy on-site so patients can fill their prescriptions before they go home. 
Another created a special clinic for heart failure patients who are particularly 
prone to repeated admissions. Efforts are underway to better connect people 
to community resources. And all of the providers said the issue is firmly on 
their hospital’s radar screen, and as a result, discharge planning and follow-up 
care are improving.
This report is the latest effort by the Foundation to grapple with the vexing 
issues of care transitions and avoidable readmissions. Our efforts go back to 
1979, when we first funded a program at Cedars-Sinai Medical Center to im-
prove discharge plans. Since then, we have continued working with hospitals 
to target patient populations at risk for high readmissions. These programs 
have developed disease-specific discharge instruction forms, launched off-site 
heart failure clinics, streamlined referrals to rehabilitation programs for heart 
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attack patients, and provided discharge instructions in languages for non-En-
glish-speaking patients. 
The Foundation also works with communities to create long-term support 
systems outside of the hospital for patients who are often readmitted, such as 
older adults and “super-utilizers,” patients who frequent hospitals and emer-
gency rooms. We have supported research that has explored this issue from 
some less obvious angles as well, such as how nurses’ working conditions 
affect readmissions, and if socioeconomic and environmental factors, like liv-
ing alone, cause Medicare patients to be at risk for returning to the hospital.
This report is part of broader effort by the Foundation to help keep avoidable 
readmissions on everyone’s radar. It is important to note that while hospitals 
are getting hit with Medicare penalties because they are the key venue of care, 
they do not own this issue alone. Everyone in the health care system does. 
As this report demonstrates, no two communities are alike, and the reasons 
people end up back in the hospital vary from ignorance about what to do, to 
lack of transportation. Ignorance is avoidable. And getting people a ride to 
a clinic is cheaper than putting them back in the hospital. The sooner we all 
own up to our role, the sooner we can tackle this problem together.
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The Revolving Door
Many patients are discharged from the hospital only to suffer the conse-
quences of fragmented care and poor clinician communication. Previous 
research has shown that following the nine million hospitalizations of Medi-
care patients per year,1 almost one in five patients are readmitted within a 
month of discharge and many more return to the emergency room.2 While 
some of these readmissions are anticipated or planned to complete care, most 
are unexpected. Many of these readmissions are caused by inadequate dis-
charge planning, poor care coordination between hospital and community 
clinicians, and the lack of effective longitudinal community-based care. The 
additional hospital stay is a sign that many patients get sicker after their initial 
discharge, leading to more tests and treatments, more time away from home 
and family, and higher health care costs.
The burden of readmissions falls unevenly on Medicare beneficiaries and is 
closely linked to their place of residence and the health system providing 
their care. Patients with similar illnesses have very different chances of hospi-
tal readmission depending on where they live. The variation in the quality of 
care between health systems is hard for patients and doctors to see, but the 
differences are substantial. Many patients are readmitted simply because they 
live in a locale where the hospital is used more frequently as a site of care for 
illness, leading to both higher initial admissions and higher readmissions.
The importance of the care patients receive after they are discharged has led 
to the measurement of hospital-specific readmission rates in Medicare benefi-
ciaries by the Dartmouth Atlas Project and the Centers for Medicare & Med-
icaid Services (CMS).3,4 Several new care models have been shown to lower 
readmission rates in research settings.5,6,7,8 Implementation of these ideas to 
improve patient outcomes after hospitalization has been slow and the bene-
fits are sometimes short-lived. In 2011, the Dartmouth Atlas of Health Care 
reported very little change in readmission rates over the period 2004 to 2009.
Public and hospital attention to avoidable readmissions has recently increased 
with the implementation of the Patient Protection and Affordable Care Act’s 
requirement for CMS to penalize hospitals with higher than expected re-
admission rates. Reductions in Medicare reimbursement began in October 
2012 for more than 2,000 hospitals with high readmissions for pneumonia, 
congestive heart failure, and acute myocardial infarction. Three hundred and 
seven received the highest penalty of a 1 percent reduction in base Medicare 
payments. The maximum penalties increase to 2 percent in 2013 and 3 per-
cent the following year.9 Many hospitals are actively engaged in efforts to 
reduce avoidable readmissions, but the success of their efforts and the effects 
on patient outcomes and overall health care costs are unknown.
Why are patients readmitted to the hospital?
The course of patients after they leave the hospital is unpredictable, especially 
for patients with chronic illness. This includes most Medicare patients. Some 
patients are readmitted to complete their care; for example, a patient may 
Section 
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be readmitted for a cardiac procedure that could not be carried out during 
the first hospitalization because the patient was too ill. Other patients are 
readmitted for a completely unrelated cause, e.g., a patient who is discharged 
home after treatment of pneumonia might slip on the ice and break her hip. 
Another patient may return to an assisted living facility after an admission for 
congestive heart failure, but despite having received the influenza vaccine, he 
may contract a virus that worsens his heart condition and need to be readmit-
ted. Not all illnesses can be anticipated nor can all readmissions be prevented. 
But many can.
What are the care quality problems that lead to needless additional hospi-
tal stays? The list is long. Some patients leave the hospital with a treatment 
plan for one illness when other problems of equal importance are ignored. 
Many patients are discharged without understanding their illnesses or treat-
ment plans, or inadvertently discontinue important medicines needed to stay 
well.10 Family members are frequently not included in discharge planning, 
even though they may be central caregivers to the patient. Sometimes the 
physicians caring for the patient do not communicate with each other and fail 
to develop a coordinated plan for post-discharge care. Patients may not have 
the right prescriptions or be able to fill them. Appointments with primary 
care clinicians or with specialists may not occur soon enough after discharge. 
Without a clinician visit, an opportunity to recognize that the patient is not 
improving may be missed. Information about a patient’s hospital course does 
not always go to the appropriate community clinicians. Most important is the 
lack of clarity regarding the clinician who is responsible following discharge; 
accountability is scattered among hospital staff, community physicians and 
nurses, skilled nursing facilities, and families. Without clear accountability, 
problems that could be prevented are missed, leading to emergency room 
visits and repeat hospitalizations.
This Dartmouth Atlas report presents variation and recent changes in readmis-
sion rates for Medicare patients after they are discharged from the hospital. 
The focus of the report is on regional and hospital variation in readmission 
rates and the change in rates between 2008 and 2010. The Dartmouth Atlas 
website (www.dartmouthatlas.org) also reports additional measures of patient 
care after hospitalization: emergency room visits and clinician visits. To help 
understand the extent of problems with discharge planning and care coordi-
nation, we examined five Medicare patient populations: those discharged for 
medical conditions, for surgical conditions, and for three common causes of 
medical hospitalization: congestive heart failure, acute myocardial infarctions 
(i.e., heart attacks), and pneumonia. Data are available for hospital referral 
regions and more than 3,000 hospitals, as well as for states and counties.
Many patients are 
discharged without 
understanding their 
illnesses or treatment 
plans, or inadvertently 
discontinue important 
medicines needed to 
stay well.
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Regional variation in 30-day readmission rates
Hospital readmissions are sentinel events that often signal gaps in the quality 
of care provided to Medicare patients. There are many different reasons for 
higher readmission rates across certain regions and hospitals, including differ-
ences in patient health status, the quality of inpatient care, discharge planning 
and care coordination prior to discharge, and the availability and effective-
ness of ambulatory services in the community. This report also demonstrates 
the importance of the general tendency of health systems to use the hospital 
as a site of care. The combination of these factors will differ across commu-
nities and health systems as each faces its own challenges in keeping patients 
well and out of the hospital. 
In 2010, there was marked variation in the percent of patients readmitted to 
the hospital within 30 days of an initial dischargei (Table 1). Map 1 and Map 
2 show the extent of the variation for medical and surgical discharges. Among 
the 306 hospital referral regions (HRRs) in the U.S., 30-day readmission rates 
following medical discharge ranged from 11.4 percent in Ogden, Utah, to 
18.1 percent in the Bronx, N.Y. The other two Utah regions—Provo (12.1%) 
and Salt Lake City (12.9%)—also had relatively low rates. Readmission rates 
were also high in the Detroit (17.8%) and Chicago (17.7%) HRRs (Map 1).
Thirty-day readmission rates following surgical discharge varied more than 
twofold, from 7.6 percent in Bend, Ore. to 18.3 percent in the Bronx. Other 
HRRs with rates below 10 percent included Boise, Idaho (8.4%), Santa Bar-
bara, Calif. (9.0%), Spokane, Wash. (9.5%), and Seattle (9.9%). Readmission 
rates following surgery were nearly twice as high in other regions in the New 
York City area, including White Plains (17.4%), East Long Island (16.3%), and 
Manhattan (16.0%) (Map 2).
i Hospitalizations with the discharge status on the claim indicating that the patient died in the hospital, left 
against medical advice, or was discharged to hospice were excluded. Hospitalizations were also excluded when 
the patient had any acute care hospitalizations in the 90 days prior to cohort admission date. This differs from 
the CMS definition which only excludes acute care hospitalizations in the 30 days prior to cohort admission 
date.
Table 1. Patterns of variation in 30-day readmission rates following discharge for five causes of hospitalization 
among hospital referral regions (2010)
Condition N HRRs
Median among 
HRRs
Interquartile 
ratio Extremal ratio
Coefficient of 
variation
Medical 303 15.6 1.10 1.59 0.07
CHF 295 20.7 1.17 2.26 0.12
AMI 251 17.6 1.24 2.67 0.16
Pneumonia 293 15.3 1.19 2.52 0.14
Surgical 303 11.7 1.19 2.41 0.14
CHF = congestive heart failure. AMI = acute myocardial infarction (heart attack). Column 2 gives the number of hospital referral regions with a sufficient number of patients 
and events to report statistically stable rates. Column 3 gives the median: the HRR with the middle value (50th percentile) when ordering HRRs from lowest to highest. 
Column 4 gives the interquartile ratio: the value for the HRR at the 75th percentile divided by the value for the HRR at the 25th percentile, showing the extent of variation 
between the highest and lowest quartile. Column 5 gives the extremal ratio: the highest value divided by the lowest value, showing the variation between the extremes. 
Column 6 gives the coefficient of variation, which shows the extent of variation by dividing the standard deviation by the mean HRR value. For the three ratios, a higher 
value means more variation.
Findings
A Report on U.S. Hospital Readmissions
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Map 1. Percent of patients readmitted within 30 days following medical discharge among hospital referral regions 
(2010)
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Because of the way hospitals are paid under Medicare in Maryland, readmissions to hospital-owned rehabilitation and psychiatric facilities are difficult to distinguish from 
readmissions to acute care hospitals in claims data. This adversely impacted the 30-day readmission rates for Maryland HRRs. Readmission rates for Maryland HRRs 
have been suppressed.
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Map 2. Percent of patients readmitted within 30 days following surgical discharge among hospital referral regions 
(2010)
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have been suppressed.
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Correlation in 30-day readmission rates across 
patient cohorts
Thirty-day readmission rates were correlated among all five cohorts, demon-
strating that, in general, regions with high readmission rates for one type of 
hospitalization also had high readmission rates for the others (Table 2). Fig-
ure 1 shows the relationship between 30-day readmission rates following dis-
charge for medical and surgical hospitalizations. These correlations indicate 
that there may be common system-level factors within a region influencing 
readmission rates, independent of particular illnesses or chronic conditions.
Table 2. The relationships between 30-day readmission rates following discharge for five causes of hospitalization 
among hospital referral regions (2010)
Condition Surgical
Medical 0.72
CHF 0.58 CHF
AMI 0.62 0.42 AMI
Pneumonia 0.56 0.44 0.48
The value represents the correlation (Pearson r) between 30-day readmission rates for each pair. All P values < 0.0001.
Figure 1. The relationship between 30-day readmission rates following medical and surgical discharges among 
hospital referral regions (2010)
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There was a strong relationship between 30-day readmission rates following discharge for medical and surgical conditions (R2 = 0.52). In general, regions with high read-
mission rates following medical discharge also had high rates for surgical discharges.
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What factors beyond discharge planning and 
care coordination cause hospital readmissions?
The causes of avoidable hospital readmissions are complex and not com-
pletely understood. Variables include: patient illness level; communication 
with patients and families; reconciliation of medications; coordination with 
community clinicians and non-acute care facilities; and the availability of 
longitudinal post-hospital care that can recognize problems early and work 
towards their resolution. While all of these factors can affect patient outcomes 
and readmissions, the relative importance of each is not known. 
One powerful—and poorly recognized—influence on readmission rates is the 
local pattern of hospital utilization, irrespective of discharge planning and 
care coordination. Communities and health systems that have higher under-
lying admission rates, suggesting they are more likely to rely on the hospital 
as a site of care in general, tend to have higher readmission rates.14
Making Fair Comparisons Across Regions and Hospitals
Readers of this report are cautioned that efforts to draw 
firm conclusions about the causes of specific differences 
in readmission rates among hospitals or regions—or 
of changes over time—are challenged by the multiple 
factors that can influence inpatient severity of illness, 
the settings to which patients are discharged, and the 
effectiveness of post-discharge care coordination. It is 
also important to recognize that readmission rates and 
early follow-up visits are only indirect measures of the 
effectiveness of care coordination. Better measures, 
such as patient reports of their care experiences or 
health outcomes, are not yet widely available.
We adjusted our analyses for differences in age, sex, 
and race, but did not further control for differences in 
case mix because of evidence that currently available 
measures of illness levels are highly influenced by local 
diagnostic and clinical practices. Patients who receive 
more care, regardless of underlying health status, have 
more opportunities for diagnosis and will therefore 
appear sicker in claims data.11,12 Even so, studies that 
have examined regional variation in readmission rates, 
including published CMS data,4 have consistently found 
that much of the variation cannot be explained by 
differences in patient populations. Comparisons over 
time reduce the likelihood that change in population 
health status explains a change in readmission rates, 
because each place is compared against itself, and 
rapid changes in local health status or admission 
thresholds are relatively unlikely.
The assumption that high readmission rates are always 
bad and that high rates of early follow-up are always 
good does not acknowledge the complex nature of 
patient care. For example, if the physicians in a region 
or health system perform a higher proportion of surgical 
procedures in outpatient facilities, the remaining 
inpatient surgical patients will be likely to have higher 
severity of illness and, thus, higher risk of readmission. 
Whether patients are discharged to a rehabilitation 
hospital or skilled nursing facility may also influence 
how likely they are to be readmitted to the hospital.
Nevertheless, prior research has documented the 
failings of current care coordination and the high 
proportion of readmissions (and admissions) that can 
be avoided by improving care, even in communities 
with the lowest hospitalization rates in the country.13 
This report underscores how little progress has been 
made in the U.S. overall and in most regions of the 
country—and suggests there is a lot of room to improve 
in almost every community.
A Report on U.S. Hospital Readmissions
Page 15
The relationship between underlying admission rates and readmission rates 
is seen in Figure 2. Forty-nine percent of the variation in 30-day readmission 
rates following discharge for medical hospitalizations in 2010 was explained 
by overall medical discharge rates (even when the medical discharge rate was 
calculated for a different time period).ii Similarly 47 percent of the variation 
in readmission rates after surgical hospitalization in 2010 was explained by 
medical discharge rates in 2009 (Figure 2).
Figure 2. The relationship between medical discharges per 1,000 Medicare beneficiaries (2009) and 30-day 
readmission rates for medical and surgical discharges (2010)
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Could the relationship between admission rates and readmission rates simply 
reflect that some places care for sicker patients? Patient populations do differ 
across regions and hospitals, but the general intensity of inpatient care pro-
vided, irrespective of illness, is still strongly associated with readmission rates. 
Figure 3 shows that there was a strong association between 30-day readmis-
sion rates following medical and surgical discharge in 2010 and the number 
of days patients with chronic illnesses who died in 2007 spent in the hospital 
during their last six months of life. The health status of end-of-life patients 
differed little by region, given that all of the patients had the same outcome 
and that the cohorts were adjusted for age, sex, race, and chronic illness mix. 
These correlations suggest the strong, and often hidden, effects that region-
al patterns of hospital care can have on readmissions. Other studies have 
shown that the effects of regional and hospital inpatient care intensity on 
post-discharge care extend to outpatient as well as inpatient services, without 
evidence of better care quality or a mortality benefit.15
ii The R2 value is an indication of the strength of the correlation between two variables. For example, if the R2 
association between overall medical discharge rates and 30-day readmission rates is 0.49, that means that 49 
percent of the variation in readmission rates can be explained by the underlying admission rate.
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Figure 3. The relationship between the average number of days spent in hospital per chronically ill patient during 
the last six months of life (deaths occurring in 2007) and 30-day readmission rates following medical and surgical 
discharges (2010)
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Variation in 30-day readmission rates across 
academic medical centers
Academic medical centers (i.e., teaching hospitals) are the nation’s foremost 
health care systems, leading the nation in research, adoption of novel medical 
and surgical technologies, and teaching new generations of clinicians. While 
academic medical centers provide some of the best care in the country, previ-
ous Dartmouth Atlas reports have shown that they vary as much as commu-
nity hospitals in the quality, efficiency, and outcomes of patient care.
We found a high degree of variation in 30-day readmission rates at 92 ac-
ademic medical centers, selected because they are major teaching hospitals 
affiliated with medical schools.iii Less than 15 percent of patients were read-
mitted within 30 days following medical discharge at three academic med-
ical centers: New York University’s Langone Medical Center in Manhattan 
(14.4%), Memorial Hermann-Texas Medical Center in Houston (14.7%), and 
Dartmouth-Hitchcock Medical Center in Lebanon, N.H. (14.8%). At least 
20 percent of patients were readmitted within 30 days of medical discharge 
at 11 academic medical centers, including the Cleveland Clinic Foundation 
hospital in Cleveland (21.6%) and the Hospital of the University of Penn-
sylvania in Philadelphia (21.4%) (Figure 4). Following surgical discharge, at 
least 20 percent of patients were readmitted within 30 days at three academic 
medical centers: the University of Medicine and Dentistry of New Jersey Uni-
versity Hospital in Newark (20.7%), Stony Brook University Medical Center 
in Stony Brook, N.Y. (20.6%), and the University of Arkansas for Medical 
Sciences Medical Center in Little Rock (20.1%). Rates were much lower at 
iii Because of the way hospitals are paid under Medicare in Maryland, readmissions to hospital-owned rehabilita-
tion and psychiatric facilities were counted as readmissions to acute care hospitals in claims data before 2010. 
This adversely impacted the 30-day readmission rates for Maryland hospitals. Readmission rates for Maryland 
hospitals have been suppressed.
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Creighton University Medical Center in Omaha, Neb. (9.4%), and Emory 
University Hospital in Atlanta (10.5%) (Figure 5).
The causes of the variation in 30-day readmission rates across academic medi-
cal centers are as diverse as those driving regional variation. Some of this vari-
ation is expected, due to differences in patient populations and care patterns 
that may keep less ill patients out of the hospital initially. Nevertheless, some 
of this variation represents opportunities for improving care that may lead to 
fewer hospital days and better outcomes. 
Figure 4. Percent of patients readmitted within 30 
days following medical discharge among academic 
medical centers (2010)
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Figure 5. Percent of patients readmitted within 30 
days following surgical discharge among academic 
medical centers (2010)
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Trends in 30-day readmission rates
The general problems of high readmission rates and poor care coordination, 
as well as the variations across regions and hospitals, have been known for 
many years. In this section we examine whether hospitals and clinicians were 
successful in addressing this long-standing problem over a two-year period, 
2008 to 2010. Overall, improvement has been slow and inconsistent. No 
change was observed for most regions and hospitals.
National trends
There was little change in U.S. 30-day readmission rates, regardless of the 
cause of the initial hospitalization (Table 3). The surgical 30-day readmission 
rate was 12.7 percent in 2008 and 12.4 percent in 2010, while the medical 
30-day readmission rate was 16.2 percent in 2008 and 15.9 percent in 2010. 
Readmission rates for congestive heart failure (21.4% versus 21.1%), acute 
myocardial infarctions (18.7% versus 18.1%), and pneumonia (15.3% in both 
years) also changed little to not at all.
Table 3. Change in 30-day readmission rates following discharge for five 
causes of hospitalization, 2008 to 2010
Condition
% Readmission Relative 
change (%)
Absolute 
change (%)2008 2010
Medical 16.2 15.9 -1.7 < 0.5
CHF 21.4 21.1 -1.4 < 0.5
AMI 18.7 18.1 -3.2 -0.6
Pneumonia 15.3 15.3 < 0.5 < 0.5
Surgical 12.7 12.4 -3.0 < 0.5
Trends in 30-day readmission rates at academic 
medical centers
We found that academic medical centers made limited and uneven progress 
in improving care over the two-year study period. These findings suggest that 
even some of the largest and most technologically sophisticated hospitals in 
the country face considerable challenges in improving care for the elderly.
Only six of the 92 academic medical centers we studied had statistically signif-
icant changes in 30-day readmission rates following medical discharge from 
2008 to 2010. The readmission rate decreased more than four percentage 
points at the West Virginia University Hospitals in Morgantown, from 20.4 
percent in 2008 to 16.0 percent in 2010. The rate also decreased at Strong 
Memorial Hospital, affiliated with the University of Rochester in N.Y., from 
18.2 percent to 17.2 percent. Readmission rates increased by more than four 
percentage points at Upstate Medical University in Syracuse, N.Y. (16.5% to 
20.8%) (Figure 6).
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Figure 6. Change in 30-day readmission rates following medical discharge among academic medical centers, 
2008 to 2010
Hospital Name 2008 2010
Georgetown University Hospital 23.4 20.4 -3.0   
University of Alabama Hospital 23.0 17.5 -5.4   
Hosp of the Univ of Pennsylvania 21.6 21.4 -0.2   
U of KY Albert B. Chandler Hosp 21.6 19.4 -2.3   
University of Chicago Med Ctr 21.5 20.2 -1.3   
Loyola University Medical Center 21.5 18.8 -2.6   
St. Louis University Hospital 21.3 18.0 -3.3   
OHSU Hospital 20.9 18.4 -2.5   
Univ of Texas Med Branch Hosps 20.8 18.2 -2.6   
Univ of Minnesota Med Ctr-Fairview 20.7 19.9 -0.8   
The University of Kansas Hosp 20.5 19.4 -1.1   
West Virginia University Hosps 20.4 16.0 -4.5   
Cleveland Clinic Foundation 20.4 21.6    1.2
University Medical Center-Tucson 20.2 17.2 -3.0   
Barnes-Jewish Hospital 20.0 19.9 -0.2   
Wake Forest Baptist Med Ctr 20.0 18.9 -1.1   
Tufts Medical Center 19.9 20.3    0.4
University Hospital-Cincinnati 19.9 19.5 -0.4   
Rush University Medical Center 19.7 17.7 -2.0   
RWJ University Hospital 19.6 18.4 -1.2   
Univ of Missouri Hosps and Clinics 19.6 18.3 -1.3   
UPMC Presbyterian 19.5 17.1 -2.4   
UAMS Medical Center 19.5 20.4    0.9
Creighton University Med Ctr 19.5 20.0    0.5
Duke University Hospital 19.4 17.9 -1.5   
Ronald Reagan UCLA Med Ctr 19.4 19.7    0.4
UCSF Medical Center 19.3 18.0 -1.3   
University of Colorado Hospital 19.2 17.8 -1.4   
Emory University Hospital 19.0 18.5 -0.5   
Thomas Jefferson University Hosp 18.8 18.7 -0.2   
Jackson Health System 18.8 20.4    1.6
Indiana Univ Hlth University Hosp 18.7 18.6 -0.2   
Montefiore Medical Center 18.7 19.3    0.6
Froedtert Memorial Lutheran Hosp 18.7 16.7 -2.0   
The University of Toledo Med Ctr 18.7 16.2 -2.5   
Rhode Island Hospital 18.6 17.6 -1.0   
Brigham and Women’s Hospital 18.6 18.8    0.3
Beth Israel Deaconess - Boston 18.6 18.2 -0.4   
Temple University Hospital 18.5 20.1    1.6
UMass Memorial Medical Center 18.5 17.6 -0.9   
Vanderbilt University Med Ctr 18.5 17.6 -0.8   
University of Michigan Hospitals 18.4 19.6    1.2
Howard University Hospital 18.3 17.1 -1.3   
Strong Memorial/U of Rochester 18.2 17.2 -1.1   
Univ of North Carolina Hosps 18.2 17.2 -1.0   
Univ of Iowa Hosps and Clinics 18.2 19.1    0.9
Northwestern Memorial Hospital 18.1 19.0    0.8
MUSC Medical Center 18.1 18.2    0.1
-6.0 -4.0 -2.0 0 2.0 4.0 6.0
Absolute change, % readmitted within 30 days of medical discharge
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Hospital Name 2008 2010
Mount Sinai Hospital 18.1 17.4 -0.7   
Shands at the Univ of Florida 18.1 16.8 -1.2   
VCU Health System 18.0 18.2    0.1
Univ of Mississippi Medical Ctr 18.0 19.2    1.2
Ohio State University Med Ctr 18.0 18.2    0.2
Tampa General Hospital 18.0 18.4    0.4
University of Virginia Med Ctr 17.9 18.3    0.4
Albany Medical Center 17.9 16.4 -1.4   
Hahnemann University Hospital 17.8 18.2    0.3
University of Washington Med Ctr 17.8 18.3    0.5
Georgia Health Sciences Med Ctr 17.7 18.5    0.8
Nebraska Medical Center 17.7 19.1    1.4
University of Utah Health Care 17.6 16.5 -1.1   
Univ Hosps Case Med Ctr 17.5 17.9    0.3
Massachusetts General Hospital 17.5 17.3 -0.3   
Parkland Health & Hosp System 17.5 15.9 -1.6   
New York-Presbyterian Hospital 17.5 16.4 -1.1   
Stony Brook University Med Ctr 17.3 18.2    0.8
Yale-New Haven Hospital 17.2 18.8    1.6
UMDNJ University Hospital 17.1 21.3    4.2
Mayo Clinic-St. Mary’s Hospital 17.1 15.9 -0.5   
Harper University Hospital 17.0 18.1    1.1
OU Medical Center 17.0 18.0    1.0
The Methodist Hospital-Houston 16.9 16.4 -0.5   
UC Davis Medical Center 16.8 16.8 0   
Boston Medical Center 16.8 18.8    2.0
Scott & White Memorial Hospital 16.7 17.4    0.7
UC San Diego Health System 16.6 18.8    2.2
NYU Langone Medical Center 16.6 14.4 -2.1   
Upstate Medical University 16.5 20.8    4.3
Memorial Hermann - Texas Med Ctr 16.5 14.7 -1.8   
Grady Memorial Hospital 16.5 15.7 -0.8   
Cedars-Sinai Medical Center 16.4 16.0 -0.4   
Dartmouth-Hitchcock Med Ctr 16.4 14.8 -1.6   
Loma Linda University Med Ctr 16.3 17.2    0.8
UConn Hlth Ctr, John Dempsey Hosp 16.2 15.6 -0.6   
Penn St Milton S. Hershey Med Ctr 16.1 15.9 -0.2   
Pitt County Memorial Hospital 16.0 15.8 -0.2   
Stanford Hospital and Clinics 15.9 18.4    2.4
George Washington Univ Hosp 15.9 16.1    0.3
Univ of Wisconsin Hosp and Clinics 15.7 15.5 -0.2   
Kaleida Health 15.0 15.4    0.5
University of New Mexico Hosps 14.5 15.3    0.8
Fletcher Allen Health Care 13.3 15.7    2.4
-6.0 -4.0 -2.0 0 2.0 4.0 6.0
Absolute change, % readmitted within 30 days of medical discharge
Each bar represents one of 92 academic medical centers. Blue bars indicate a statistically significant increase in readmission rates; green bars indicate a statistically sig-
nificant decrease.
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Seven academic medical centers had statistically significant changes in 30-day 
readmission rates following discharge from the hospital after surgery between 
2008 and 2010. The readmission rate decreased by more than three percent-
age points at Creighton University Medical Center in Omaha, Neb., from 
12.8 percent of patients in 2008 to 9.4 percent in 2010. Mount Sinai Hospital 
and NYU’s Langone Medical Center, both in Manhattan, were among the 
other hospitals that saw statistically significant decreases. Only Ohio State 
University Medical Center in Columbus saw a small statistically significant 
increase (Figure 7).
Figure 7. Change in 30-day readmission rates following surgical discharge among academic medical centers, 
2008 to 2010
Hospital Name 2008 2010
St. Louis University Hospital 20.4 15.5 -4.9   
Stony Brook University Med Ctr 19.4 20.6    1.3
UMDNJ University Hospital 19.3 20.7    1.4
RWJ University Hospital 18.6 17.8 -0.8   
Montefiore Medical Center 18.5 18.5 0.0   
University Hospital-Cincinnati 18.3 16.5 -1.8   
Beth Israel Deaconess - Boston 18.3 17.4 -0.9   
UAMS Medical Center 18.2 20.1    1.9
Albany Medical Center 18.0 19.2    1.2
Mount Sinai Hospital 17.6 15.0 -2.6   
Hahnemann University Hospital 17.6 18.1    0.5
Hosp of the Univ of Pennsylvania 17.6 16.4 -1.2   
Barnes-Jewish Hospital 17.5 17.3 -0.2   
Cleveland Clinic Foundation 17.4 16.9 -0.5   
Vanderbilt University Med Ctr 17.3 15.9 -1.5   
Shands at the Univ of Florida 17.3 18.5    1.2
University of Alabama Hospital 17.1 15.3 -1.9   
Univ of Texas Med Branch Hosps 17.1 15.7 -1.4   
Boston Medical Center 16.8 16.0 -0.8   
University of Virginia Med Ctr 16.7 14.6 -2.2   
Froedtert Memorial Lutheran Hosp 16.7 14.7 -2.0   
Univ of Missouri Hosps and Clinics 16.7 17.4    0.7
Memorial Hermann - Texas Med Ctr 16.7 14.4 -2.3   
Jackson Health System 16.5 15.9 -0.5   
Univ of North Carolina Hosps 16.4 14.7 -1.7   
Georgetown University Hospital 16.3 17.5    1.3
UPMC Presbyterian 16.2 16.4    0.2
Univ of Minnesota Med Ctr-Fairview 16.2 16.8    0.6
The University of Toledo Med Ctr 16.1 16.1    0.0
Temple University Hospital 16.1 17.0    0.9
Tufts Medical Center 16.0 17.2    1.2
Ronald Reagan UCLA Med Ctr 16.0 14.0 -2.0   
Ohio State University Med Ctr 15.9 16.4    0.5
Duke University Hospital 15.8 14.5 -1.3   
VCU Health System 15.7 12.3 -3.4   
UMass Memorial Medical Center 15.6 17.5    1.9
-6.0 -4.0 -2.0 0 2.0 4.0 6.0
Absolute change, % readmitted within 30 days of surgical discharge
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Hospital Name 2008 2010
Indiana Univ Hlth University Hosp 15.6 17.0    1.4
West Virginia University Hosps 15.6 17.2    1.6
Wake Forest Baptist Med Ctr 15.6 14.7 -0.8   
University of New Mexico Hosps 15.3 12.5 -2.8   
Parkland Health & Hosp System 15.3 12.9 -2.4   
Brigham and Women’s Hospital 15.2 15.7    0.5
OU Medical Center 15.2 12.0 -3.2   
Loyola University Medical Center 15.2 16.2    1.0
University of Colorado Hospital 15.1 16.2    1.1
Georgia Health Sciences Med Ctr 15.1 17.7    2.6
Yale-New Haven Hospital 15.0 15.0    0.0
Univ Hosps Case Med Ctr 15.0 14.0 -1.0   
Pitt County Memorial Hospital 15.0 13.8 -1.2   
New York-Presbyterian Hospital 14.9 15.6    0.7
Fletcher Allen Health Care 14.9 11.2 -3.6   
Nebraska Medical Center 14.8 13.7 -1.0   
University of Michigan Hospitals 14.7 15.7    1.0
University of Chicago Med Ctr 14.7 14.1 -0.6   
University Medical Center-Tucson 14.7 15.0    0.3
Mayo Clinic-St. Mary’s Hospital 14.6 12.9 -1.7   
Kaleida Health 14.5 13.8 -0.7   
Massachusetts General Hospital 14.4 13.9 -0.5   
Tampa General Hospital 14.4 13.5 -0.9   
George Washington Univ Hosp 14.4 14.2 -0.2   
MUSC Medical Center 14.4 16.3    1.9
Univ of Iowa Hosps and Clinics 14.4 16.7    2.3
UC San Diego Health System 14.3 14.1 -0.2   
U of KY Albert B. Chandler Hosp 14.3 13.2 -1.1   
Northwestern Memorial Hospital 14.2 14.6    0.4
The University of Kansas Hosp 13.9 15.3    1.3
Rhode Island Hospital 13.6 14.3    0.8
UCSF Medical Center 13.5 13.1 -0.4   
Emory University Hospital 13.4 10.5 -3.0   
The Methodist Hospital-Houston 13.4 12.6 -0.8   
Loma Linda University Med Ctr 13.3 13.4 0.0
Upstate Medical University 13.2 16.3    3.1
Grady Memorial Hospital 13.2 14.7    1.5
NYU Langone Medical Center 13.1 11.8 -1.4   
Penn St Milton S. Hershey Med Ctr 13.1 12.4 -0.7   
UConn Hlth Ctr, John Dempsey Hosp 13.0 12.8 -0.2   
Thomas Jefferson University Hosp 12.9 13.4    0.4
OHSU Hospital 12.8 15.4    2.6
University of Utah Health Care 12.8 12.4 -0.3   
Creighton University Med Ctr 12.8 9.4 -3.3   
Harper University Hospital 12.7 13.8    1.1
Rush University Medical Center 12.7 13.6    0.9
Scott & White Memorial Hospital 12.6 13.4    0.8
Univ of Wisconsin Hosp and Clinics 12.5 12.6    0.1
Dartmouth-Hitchcock Med Ctr 12.5 12.3 -0.2   
Univ of Mississippi Medical Ctr 12.3 12.1 -0.2   
Strong Memorial/U of Rochester 12.0 12.3    0.3
University of Washington Med Ctr 11.9 10.6 -1.3   
UC Davis Medical Center 11.9 14.5    2.7
Cedars-Sinai Medical Center 11.7 11.5 -0.2   
Stanford Hospital and Clinics 10.3 11.1    0.8
-6.0 -4.0 -2.0 0 2.0 4.0 6.0
Absolute change, % readmitted within 30 days of surgical discharge
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Summing up: 
What have we 
learned and 
how can we 
improve care?
This report shows that the chances of readmission after patients leave the 
hospital varies markedly across regions and hospitals. Furthermore, during 
the period from 2008 to 2010, overall readmission rates did not decline for 
any of the five patient groups. Readmission rates decreased in some hospitals 
and regions, but increased in others. The overall lack of improvement in re-
admissions extends back to 2004, the earliest year that the Dartmouth Atlas 
studied.3
Despite the lack of improvement nationally, methods for improving care for 
patients leaving the hospital are known. At least nine interventions have been 
shown to have positive benefits on readmission rates.16 These interventions 
include discharge management with follow-up—generally by an advanced 
practice nurse—patient coaching, disease/health management, and provision 
of telehealth services. Several other strategies lead to better patient outcomes 
without reducing readmission rates.
The Affordable Care Act directs CMS to develop the Community-based Care 
Transitions Program (CCTP) and provides funds to test models for improving 
care transitions for high-risk Medicare patients. This effort is part of the Part-
nership for Patients, a public-private partnership to reduce harm and improve 
care transitions.17 Programs like the CCTP hold promise for improving short-
term outcomes for selected populations. The greater question is how they 
can contribute to, and be effectively aligned with, broader efforts to improve 
care integration, coordination, and accountability across the full continuum 
of patient care.
It is notable that some programs implemented to improve care transitions 
for discharged patients have led to fewer readmissions, but only because of a 
decline in initial hospitalizations. Brock and colleagues at Medicare Quality 
Improvement Organizations tested a quality improvement initiative for care 
transitions in 14 communities and found, compared to 50 comparison com-
munities, a greater reduction in both readmissions and overall admissions. 
However, the readmission rate as a percentage of the overall admission rate 
was unchanged.18 
Are readmission rates a singularly important 
metric of quality?
Keeping patients healthy after a hospitalization is without question a good 
patient outcome. This does not mean, however, that reducing readmission 
rates necessarily means that patients are generally doing better. If a hospital 
begins to admit less ill patients, the chances of those patients needing re-
admission will decrease, without overall benefit to the patient population. 
Improvement methods that focus narrowly on the first 30 days of care after 
hospitalization may ignore the patient during the following months. The risk 
of re-hospitalization remains high for many months after discharge, even if it 
is not routinely measured. That long-term risk is simply a sign of the ongoing 
health needs of Medicare patients who have had a hospital stay. Improving 
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the care of chronically ill patients requires attention not just to a 30-day peri-
od following discharge, but the entire care system. The challenge is immense, 
but it cannot be avoided if the goal is sustainable improvement in overall care 
and outcomes for Medicare beneficiaries.
The tendency to focus on a single specific quality measure, such as the read-
mission rate, may have unintended consequences. There are concerns that 
the opportunity costs outweigh the benefit; that is, the resources spent on 
avoiding the CMS penalty draw from other important, though unmeasured, 
patient care activities. 19 Some are concerned that reducing readmission rates 
leads to higher mortality,20 though a recent study in Veterans Affairs hospitals 
did not confirm this problem.21 Still, the general idea is plausible: a focus on 
one measure may ignore the other important aspects of care.
The need for broad improvements in systems of care, of which discharge plan-
ning and care coordination are only two components, is evident in the strong 
association found between general health system factors and readmission 
rates. We found a robust relationship between regional inpatient intensity of 
care provided to Medicare beneficiaries and the risk of readmission; that is, in 
places where there was a greater tendency to use hospitals as the site of care, 
patients were more likely to be readmitted, irrespective of illness levels. This 
confirms other research underscoring the importance of primary care systems 
in reducing avoidable hospitalizations and the influence of local bed supply 
on overall admission rates. When a readmission is prevented, is the bed un-
filled, or is it filled with another patient? If so, could that patient be cared 
for better and with less cost outside of the hospital? Under current payment 
models and care systems, the incentive is to fill the bed. In the absence of 
other interventions, reducing readmission rates may have no impact on total 
per capita inpatient days and costs within a community. This underscores 
the importance of aligning efforts to reduce avoidable readmissions with oth-
er policy and payment initiatives, such as global payments and accountable 
care organizations. Efforts to monitor improvements in care coordination 
and transitions need to be coupled with broader surveillance of patient pop-
ulations and cohorts, so that the promise of better care for patients leaving 
the hospital is also reflected in improved outcomes and lower costs for the 
population as a whole.
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MethodsStudy population
We used 100 percent of fee-for-service Medicare beneficiaries who resided in 
the 306 Dartmouth Atlas hospital referral regions and had full Part A (acute 
care in facilities, including hospitals) and Part B (clinician services) coverage 
during the study periods. Beneficiaries had to be age 65 or older on July 1, 
2007 for Time 1 and on July 1, 2009 for Time 2.
Cohort definition
We identified five cohorts based on information from the Medicare Provider 
Analysis and Review (MedPAR) files: acute myocardial infarction (i.e., heart 
attack), congestive heart failure, pneumonia, all medical discharges, and all 
surgical discharges (Table A).
Table A. Cohort definition
Cohort ICD-9 Codes
Acute myocardial infarction
CMS definition - principal diagnosis 
code
(excluded one-day stay)
410.00, 410.01, 410.10, 410.11, 
410.20, 410.21, 410.30, 410.31, 
410.40, 410.41, 410.50, 410.51, 
410.60, 410.61, 410.70, 410.71, 
410.80, 410.81, 410.90, and 
410.91
Congestive heart failure
CMS definition - principal diagnosis 
code
402.01, 402.11, 402.91, 404.01, 
404.03, 404.11, 404.13, 404.91, 
404.93, 428.0, 428.1, 428.20, 
428.21, 428.22, 428.23, 428.30, 
428.31, 428.32, 428.33, 428.40, 
428.41, 428.42, 428.43, and 
428.9
Pneumonia
CMS definition - principal diagnosis 
code
480.0, 480.1, 480.2, 480.3, 480.8, 
480.9, 481, 482.0, 482.1, 482.2, 
482.30, 482.31, 482.32, 482.39, 
482.40, 482.41, 482.49, 482.81, 
482.82, 482.83, 482.84, 482.89, 
482.9, 483.0, 483.1, 483.8, 485, 
486, and 487.0
All medical discharges All medical DRGs
All surgical discharges All surgical DRGs
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Cohort index hospitalization
For each study period, we first identified hospital claims from short-term 
acute or critical access hospitals among the study population for each cohort. 
The first period of index discharges was from July 1, 2007 through June 30, 
2008 and the second was from July 1, 2009 through June 30, 2010. For sim-
plicity and to clearly indicate that each cohort reflects 12 months of Medicare 
claims, these are labeled as 2008 and 2010. We excluded cohort hospital-
izations with the discharge status on the claim indicating expired (died in 
the hospital), left against medical advice, or discharged to hospice. For the 
remaining cohort hospitalization records, we excluded hospitalizations when 
the patient had any acute care hospitalizations in the 90 days prior to cohort 
admission date. Transfers (defined as (1) within one-day transfer; (2) both 
stays had the same cohort event; and (3) both indicated transfer status) were 
considered as a single cohort hospitalization. For each study period, only one 
cohort hospitalization (index hospitalization) was selected for each patient 
for each cohort (we randomly selected one if more than one hospitalization 
met the criteria). For this report, we further excluded index hospitalizations 
with the discharge status field indicating another acute care hospital that did 
not meet the transfer criteria. For the rest of cohort index hospitalizations, we 
classified them as discharged to home (with or without home health services), 
to facility-based rehabilitation (skilled nursing facilities, inpatient rehabilita-
tion facilities, long-term acute hospitals, and swing beds within hospitals), or 
other facility (such as an intermediate-care facility) based on the discharge 
status field on the claims. For hospital-specific analyses, each patient was as-
signed to the hospital of discharge. Table B shows cohort size and the percent 
discharged to facility-based rehabilitation.
Table B. Cohort size and the percent discharged to facility-based rehabilitation
Cohort 2008 2010
Acute myocardial infarction 141,333 (22.8%) 133,795 (21.8%)
Congestive heart failure 257,902 (20.7%) 247,108 (21.2%)
Pneumonia 289,517 (27.2%) 251,594 (26.4%)
All medical discharges 3,389,870 (24.6%) 3,231,865 (24.8%)
All surgical discharges 1,887,399 (29.5%) 1,789,290 (31.4%)
Outcome measures
We linked patients to their utilization records and measured care 14 or 30 
days post-discharge for each cohort and each study period. We calculated age, 
sex, and race-adjusted rates for both hospital referral regions and index cohort 
hospitals using the indirect method.
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Post-discharge utilization claims were extracted from the MedPAR files for 
inpatient care, Carrier claim files (i.e., Physician/Supplier Part B) for clini-
cian visits, and Outpatient claim files for emergency room visits and visits 
to rural health centers/federally qualified health centers. We also extracted 
payment amounts from MedPAR files, Carrier claim files, Outpatient claim 
files, Home Health Agency claim files, Hospice claim files, and Durable Med-
ical Equipment claim files for any care after patients were discharged for each 
cohort and for each study period. In addition, we identified post-discharge 
deaths from the Denominator file.
The principal focus of this report is 30-day readmissions (any claims from 
short-term acute or critical access hospitals). However, we also examined 
three additional post-discharge events: 30-day emergency room visits (with 
or without an admission), 14-day ambulatory care visits to any clinician, and 
14-day ambulatory care visits to primary care clinicians (restricted to CMS 
specialties: family medicine, general internal medicine, and geriatrics) after 
the index discharge for each cohort and each study period. Table C shows the 
definitions for emergency room and ambulatory care visits.
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Table C. Definitions of emergency room and ambulatory care visits
Emergency room visits Ambulatory care visits
Total emergency room visits from
1) Outpatient claims:
Revenue center code: 0450-0459 
(emergency room) and 0981 (profes-
sional fees-emergency room)
And
Revenue center visit date not within 
an acute short-stay or critical access 
hospital claim that has emergency room 
payment;
Or
2) Hospital claims:
Any acute short-stay or critical access 
hospital claims from the MedPAR files 
with emergency room payment and did 
not have associated Outpatient claims 
defined as above.
Carrier claims:
CPT codes: 99201-99205, 99211-99215, 99381-99387, 99391-
99397, 99241-99245, 99271-99275
And 
Place of service = office (place of service code 11), outpatient hospital 
(22), rural health clinic (72), or federally qualified health center (50)
And 
CMS specialty code:
01 = General practice
02 = General surgery
03 = Allergy/immunology
04 = Otolaryngology
05 = Anesthesiology
06 = Cardiology
07 = Dermatology
08 = Family practice
10 = Gastroenterology
11 = Internal medicine
13 = Neurology
14 = Neurosurgery
16 = Obstetrics/gynecology
18 = Ophthalmology
20 = Orthopedic surgery
22 = Pathology
24 =  Plastic and 
reconstructive surgery
25 =  Physical medicine and 
rehabilitation
26 = Psychiatry
28 =  Colorectal surgery 
(formerly proctology)
29 = Pulmonary disease
30 = Diagnostic radiology
33 = Thoracic surgery
34 = Urology 
36 = Nuclear medicine
37 = Pediatric medicine
38 = Geriatric medicine
39 = Nephrology
40 = Hand surgery
44 = Infectious disease
46 =  Endocrinology (eff 
5/92)
50 = Nurse practitioner
66 =  Rheumatology (eff 
5/92) 
70 =  Multispecialty clinic or 
group practice
76 =  Peripheral vascular 
disease (eff 5/92)
77 =  Vascular surgery (eff 
5/92)
78 =  Cardiac surgery (eff 
5/92)
79 =  Addiction medicine 
(eff 5/92)
81 =  Critical care 
(intensivists) (eff 5/92)
82 = Hematology (eff 5/92)
83 =  Hematology/oncology 
(eff 5/92)
84 =  Preventive medicine 
(eff 5/92) 
85 =  Maxillofacial surgery 
(eff 5/92)
86 =  Neuropsychiatry (eff 
5/92)
89 =  Certified clinical nurse 
specialist
90 =  Medical oncology (eff 
5/92)
91 =  Surgical oncology (eff 
5/92)
92 =  Radiation oncology (eff 
5/92)
93 =  Emergency medicine 
(eff 5/92)
94 =  Interventional radiology 
(eff 5/92)
97 =  Physician assistant (eff 
5/92)
98 =  Gynecologist/
oncologist (eff 10/94)
99 =  Unknown physician 
specialty
Outpatient claims:
Revenue center code: 0510-0529
And
Provider ID from Provider of Services file as rural health centers or 
federally qualified health centers
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The issue of avoidable hospital readmissions looms large for health care pro-
viders and policy-makers. The federal government reports that nearly one in 
five Medicare patients returns to the hospital within 30 days—about two mil-
lion people a year—and that avoidable readmissions cost the government more 
than $17 billion annually.iv,v While some readmissions are appropriate and un-
avoidable, a fragmented health care system and lack of care coordination causes 
many patients to wind up back in hospitals. Attention to this issue has intensi-
fied with the Centers for Medicare & Medicaid Services’ (CMS) new Readmis-
sion Reduction Program, which penalizes hospitals that have too many readmis-
sions. The first penalties were levied in October 2012 against 2,217 hospitals.vi 
Right now, only readmissions for heart attack, heart failure, and pneumonia 
patients have been counted, but CMS will be expanding the list of conditions 
it assesses in reducing reimbursement.
The Robert Wood Johnson Foundation commissioned this effort to look in-
side the issue of hospital readmissions. This is a storytelling project focusing 
on patients, families, and health care providers who have experience with hos-
pital readmissions. The purpose of the interviews is to share stories and identi-
fy common themes. Many factors are involved in hospital readmissions—this 
is a complex issue. PerryUndem Research & Communication led the project, 
which involved interviews with 16 patients who have experienced a recent 
readmission, four family caregivers, and 12 health care providers who care for 
patients who have been readmitted. The interviews were held in December 
2012 and January 2013 in metropolitan Washington, D.C., New York City, 
and Dallas. Appendix A provides more information about the participants 
and how they were recruited.
iv “Community-based Care Transitions Program.” Baltimore, Md.: Centers for Medicare & Medicaid Services, 
2001. innovation.cms.gov/initiatives/CCTP/index.html (accessed January 2013).
v Jencks SF, Williams MV and Coleman EA. “Rehospitalizations Among Patients in the Medicare Fee-for-Service 
Program.” New England Journal of Medicine, 360(14): 1418–1428, 2009.
vi Burton R. “Health Policy Brief: Care Transitions,” Health Affairs, September 2012, rwjf.org/content/dam/farm/
reports/issue_briefs/2012/rwjf401314 (accessed January 2013).
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Each patient’s story about his or her hospital readmission is complicated, 
unique, and hard to characterize. Yet there are common traits across all the 
stories that were shared. Communication breakdowns, for example, seemed 
to occur frequently. Usually, this happened during the initial hospital stay, 
often during the discharge process. Instructions were not clear, information 
was not complete, questions were not asked, and recall of the details was 
imperfect. Hospitals are not ideal learning environments for ill, medicated pa-
tients. Financial pressure to discharge patients as soon as possible also appears 
to have been a factor. A number of patients felt they were discharged too 
soon and health care providers agreed this happens frequently. Providers said 
they face hard questions from hospital administrators if they keep a patient 
in the hospital longer than the recommended stay. Patient responsibility and 
compliance also are important factors. Patients who were interviewed may 
have been too eager to go home and too confident in their ability to care for 
themselves. Some also went back to work too early, pushed their recovery too 
much, or did not take good enough care of their health. But they trusted their 
hospital providers and many did not fully understand the consequences of 
their actions or could not change their behaviors without additional support. 
The health care providers said that discharges can be complicated. They do 
their best to keep patients from returning, but that does not stop readmis-
sions from occurring. They see a lot of room for improvement. The issue of 
avoidable readmissions is on their radar and most say hospitals are making 
changes—better discharge processes, earlier interactions with patients about 
discharge, and more follow-up care. They also believe the system is fragment-
ed and the hand-off to primary care physicians does not occur as much as it 
should. Older, sicker patients are particularly hard to assess, said providers, 
because they “are not going to get better” and it is very difficult to prevent 
readmissions with this segment no matter what they do. 
These and other themes from patients and health care providers are briefly 
highlighted.
A. Patients
Patients did not necessarily see hospital readmissions as a problem. As 
compared to the providers who were interviewed, patients and their caregiv-
ers seemed unaware that readmissions are very common. Readmissions are 
personal to patients and they see their experience as unique. 
Many patients felt they were discharged too soon. Some of the patients who 
were interviewed believed that the timing of their discharge was motivated by 
the hospital’s financial considerations. A few patients, however, wanted to be 
discharged and did not resist even though they still felt too ill to be home.
Many did not understand their discharge instructions. They felt tired, afraid, 
and “in an alien world” in the hospital. Fifteen minutes of care instruction 
and pamphlets about their illness were not enough. Those who saw a nutri-
Section 
Overview
Page 34
The Revolving Door
tionist, a physical therapist, and had more time with a doctor or nurse during 
discharge seemed to do better.
Care instructions were too general. In some cases, discharge instructions 
lacked the detail patients and caregivers needed once home. Some wished 
their nurses had told them more about what they should eat and what they 
should avoid, how to sterilize cloths used to clean an incision, how to inject 
their insulin, and what the risks were if they stopped their medications.
Patients and caregivers wished they had been more assertive. A number 
of times during the interviews a patient or a caregiver would say, “Perhaps I 
should have asked more questions.” Although patients said having a family 
member or other caregiver present during discharge made a big difference to 
them, they also said they wish they had been more aggressive in asking ques-
tions and pushing for details they clearly needed once home.
New diagnoses posed special challenges. One patient was diagnosed with 
COPD during his initial hospitalization and felt overwhelmed by the news. 
He wanted more information, more one-on-one time with his doctor, more 
hands-on training, and more follow-up care—none of which occurred.
Primary care physicians were missing from the picture. In a number of cas-
es, patients left the hospital and were not seen by their primary care physician 
or their regular specialist. They give a number of reasons for this, but lack of 
oversight by their own physician seems to have played a role in some of the 
readmissions.
Some had only limited or no support once home. Many of the patients were 
single or divorced men who returned home alone, too weak to care for them-
selves.
Some were not ready to change behaviors. Two patients admitted they did 
not comply with care instructions once they left the hospital and engaged in 
behaviors that put their health at risk and perhaps triggered the readmission. 
In one case, a patient hospitalized for COPD started smoking again soon 
after discharge, but argued that he was addicted to cigarettes and his hospital 
providers should have given him more support to quit smoking.
A few had chronic health conditions for years but were not educated about 
their illnesses. A number of patients had been battling their chronic condi-
tions for years—illnesses like diabetes and heart disease—and yet lacked infor-
mation about how to care for their conditions. If they did not receive this 
information during their initial hospital stay, then they went back to their 
unhealthy behaviors once home and so caused the readmission to occur.
If their doctor was affiliated with the hospital, outcomes were better. In 
some stories, it seemed to matter if the attending physician was affiliated with 
the hospital or part of an outpatient clinic connected with the hospital. When 
there was not this affiliation, some patients were confused about follow-up 
care and who to go to when they became sick at home.
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B. Health Care Providers
The issue is on their radar. Almost all of the providers said there was new 
emphasis on reducing avoidable hospital readmissions and knew about CMS’ 
new readmission penalty. These providers said this has caused changes to 
occur in their hospitals, such as the creation of quality improvement teams, 
earlier discharge planning, more follow-up care, and better quality informa-
tion and training given to patients and caregivers. 
Readmissions are complicated. Providers point out that a number of factors 
go into decisions about discharge and that this is a complex issue. If discharg-
ing a patient with pneumonia after three days of IV antibiotics and a lowered 
fever is sufficient in 90 percent of the cases—but in 10 percent of the cases 
the patient is readmitted to the hospital—should they keep all patients longer 
than three days? There are often no easy answers to this issue; providers face 
difficult discharge decisions every day.
There are financial pressures to discharge as soon as possible. While the 
culture in hospitals may be changing as a result of new readmission penalties, 
providers say the prevailing pressure is still to discharge patients as soon as 
possible.
The quality and training of the providers can make a difference. Some 
providers will think ahead and prescribe medications or treatments to avoid 
readmissions. But others will not. One oncology nurse explained that he rec-
ommends a bowel medication for his chemotherapy patients because they 
are at high risk of returning to the hospital with impacted bowels. He knows 
his peers do not necessarily think like he does and they do not prescribe this 
preventive medication.
Some hospitals are improving the discharge process and in-hospital expe-
rience to reduce readmissions. One provider explained that his hospital is 
starting the discharge process earlier—even while the patient is still in the ER—
in order to flag potential challenges and identify information needs. Also, a 
patient explained that one hospital had him followed by a patient naviga-
tor the moment he was admitted. This navigator helped coordinate his care, 
brought in nutritionists and others to give detailed information, and helped 
schedule follow-up care to ensure he would not be readmitted.
Some hospitals try to avoid readmissions by referring patients to their own 
outpatient clinics for follow-up care. As one nurse explained, even when 
patients have a primary care physician or specialist in another health system, 
her hospital refers patients to their own clinics and providers for the initial 
follow-up visit just to make sure that it occurs and that all of the patients’ 
information is transferred.
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Findings A. Patient Perspectives
The 16 patients and the four family caregivers who were interviewed range in 
age, health condition, income, health insurance, and life experiences. Their 
hospital readmission stories are unique, complicated, and full of twists and 
turns. The reasons for the readmissions are not always clear and often there 
are multiple breakdowns and missed opportunities that might have contribut-
ed to the outcomes. There are a number of common traits across the stories, 
however, and these are the focus of this report. What follows are the reflec-
tions of patients and, in some cases, family caregivers, on hospital readmis-
sions.
Uncertainty, fear, and suffering are involved in hospital 
readmissions. 
Hospital readmissions take a toll on patients and their families. This is not 
just a financial or efficiency issue—there is a human impact as well. Patients 
told stories of being at home, feeling unwell, panicking as their health quickly 
deteriorated, and wondering if they might die. David, for example, returned 
home after two weeks in two different hospitals being treated for a pulmonary 
shutdown that left him unconscious and struggling for breath. He was afraid 
to leave the hospital, still feeling weak and ill. He recalled being home alone 
that first night home: “I was real nervous; I didn’t know if I would make it. 
I thought this might be it.” Barbara, a patient with type 2 diabetes who was 
originally hospitalized when her blood sugar count reached 500, said she 
“panicked” when a few days after discharge, her level reached 700. Rather 
than wait for her husband to drive home from work, she hopped in a cab and 
returned to the hospital. Having battled diabetes for years, she knew the pos-
sible consequences of a blood sugar level so high. For patients like David and 
Barbara, reducing avoidable hospital readmissions is about more than saving 
money and reducing waste. It is about their lives.
The hospital is an “alien world.”
Hospitals did not seem to be good learning environments for many of the 
patients who were interviewed. The patients tried to absorb all of the informa-
tion and instruction they received but found it hard to retain anything. They 
were tired, ill, and their minds foggy with medications. When they reflected 
back on the experience, some said they should have asked more questions 
or pushed for more time with their doctor. Instead, many said they were un-
sure what to ask. Those with family members or other caregivers beside them 
during the key moments of their hospital stay fared better.
The discharge experience varies greatly.
Some patients found the discharge process to be informative and helpful. A 
few had consultations with dieticians and physical therapists and valued this 
experience. Some had follow-up appointments made for them while still in 
the hospital, which they appreciated. One patient, Eric, had his insurance 
company contact him in the hospital and refer him to a smoking cessation 
“I don’t know if you’ve 
ever been hospitalized, 
but you try to pay 
attention but you are in 
a complete alien area. I 
was trying. I said, ‘This 
is my health so I’ve got 
to take care of it.’” 
Ed, readmitted for 
an infected surgical 
incision, New York
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program when they learned that he struggled to quit smoking. But others 
felt the discharge process was too rushed, too mechanical, and too general to 
be helpful. Some believe critical information about their future care was left 
out. For example, John, who was hospitalized after a severe asthma attack, 
was not told to avoid long periods outside that could trigger his asthma. An 
avid gardener, John did exactly that once home, and within 30 days, found 
himself back in the hospital and unable to breathe. “They didn’t give me any 
particular instructions about yard work or anything like that,” said John. Ed, 
with his surgical wound mending, was not warned specifically about reusing 
compresses and about the risk of infection. Days after his discharge, his knee 
swelled to twice its size and was clearly infected. Both felt that if they had 
been given detailed warnings, they would have been “hyper-aware” and could 
have avoided the mistakes they made. 
Many feel they were discharged too soon.
A number of patients felt they were discharged too soon, before they were 
ready. This was particularly true of the patients with pneumonia or diabe-
tes-related problems. Warren, a patient with diabetes who was hospitalized 
with dangerously high blood sugar levels, said “I think I should have stayed in 
there longer because they could only get [my blood sugar level] down to 300. 
But I think I should have stayed longer so they could have run more tests to 
see why they couldn’t bring it lower.” Benita, who was battling pneumonia, 
felt the antibiotic pills she was given when she was discharged were not strong 
enough to fight her infection. When she returned to the hospital just a few 
days later, she said the nurse told her, “You probably should have stayed a 
little bit [longer] because once your fever gets down to a certain point, they 
think you’re [good].” Benita continued, “I think it was 99 and they think 
you’re good to go. But I should have stayed.”
A few admit to pushing for discharge.
A few patients admitted they were anxious to leave the hospital and probably 
pushed the discharge process along. These were patients who knew they were 
still unwell, but chose to go home anyway. This included Benita, the pneumo-
nia patient, who welcomed her discharge even though she later blamed her 
hospital providers for letting her leave the hospital too soon. She said, “I was 
ready to go home because I don’t like hospitals. You know, they’re not my 
thing.” This also included Mark, who was in the hospital for pancreatitis, and 
also pushed to be discharged. Both became sicker at home and yet, to their 
hospital providers, appeared willing and eager to return home. This desire to 
go home can complicate difficult discharge decisions for providers.
Primary care physicians are missing from the process.
In a number of the patients’ stories, primary care physicians did not play a 
role. In some cases, the patient did not make a follow-up appointment after 
their hospitalization or did not go to the appointment even though the ap-
pointment was scheduled. Fatigue and weakness were blamed in at least one 
case. Lincoln, a pneumonia patient from New York, did not feel well enough 
“I think one more day of 
intravenous medication 
and I probably would 
have not had to go 
back.” 
Benita, readmitted for 
pneumonia, New York
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for the subway ride downtown to see his doctor. In other cases, patients did 
not contact their primary care physicians because it was late in the evening 
when they started feeling ill and they returned to the hospital emergency 
room on their own. One patient could not get an appointment in the days 
after her discharge. She was told she would have to wait a month. In about 
half of the patient stories, there was no primary care physician or doctor who 
knew the patient involved in the case. This means that there were no oppor-
tunities to adjust medications, catch early infections, offer more detailed care 
instructions, or offer other care that might have prevented a rehospitalization.
New diagnoses are particularly challenging.
Patient information needs seem even greater when there is a new diagnosis. 
Eric, newly diagnosed with COPD, said he wishes he had one-on-one time 
with his doctor in the hospital to learn more about the disease and how to 
care for it. Glenda, a caregiver, struggled with her mother’s new diagnosis of 
dementia. While dementia ran in the family, Glenda had not recognized any 
of the familiar symptoms in her mother’s case and wanted the doctor to give 
her more guidance about whether or not her mother could still live alone, 
as well as other concerns. In cases like these, when there is a new diagnosis, 
traditional discharge instructions may not be sufficient and more in-depth 
instruction needs to occur.
Some with chronic conditions are not educated about their 
illnesses.
Patients with chronic conditions may pose particular challenges to hospital 
providers when it comes to discharge. There may be an assumption these 
patients already know about how to care for their condition even when this 
is not the case. This situation emerged with two of the patients. Both had 
diabetes and neither had a clear grasp on what their diet should be, how to 
adjust their insulin levels, and even how to inject their insulin. These gaps in 
knowledge could have led to their readmissions. 
Lack of hospital staff may be blamed for some readmissions.
David, the COPD patient in Dallas, felt that his initial hospital lacked ICU 
nurses and that this led to his poor health outcomes. He said he had bedsores 
and did not make it to the bathroom on numerous occasions because of lack 
of staff. He complained so frequently that he was eventually transferred to an 
affiliated “ICU hospital” which was, in fact, probably not the best choice for 
his care. David said all of his doctors were affiliated with the first hospital but 
when he was transferred, he lost contact with his providers and again felt his 
care suffered as a result. 
Being alone is an issue.
A number of the male patients were alone after their discharges. They faced 
challenges as a result. Some skipped meals or relied on fast food. They did 
not leave their homes. No one was watching for signs of fever or labored 
“All I wanted to do 
was lay in bed and 
sleep [once I got back 
home], and I knew he 
was going to ask me 
to come to his office, 
and again it’s not hard 
to get to Manhattan, 
but when you can’t 
breathe, the last thing 
you want to do is sit 
on the subway with 
people.” 
Lincoln, readmitted for 
pneumonia, New York
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“I think the way the 
government sort of 
drives priorities these 
days is through control 
of the purse strings…
so [readmissions] 
has become an issue 
because they’re not 
going to pay for a 
readmission in some 
cases.” 
Internal medicine 
physician, 
New York
breathing, and no one was there to contact their doctors or 911 as their health 
declined. Some faced transportation issues as well.
B. Health Care Provider Perspectives
The 12 health care providers interviewed for this project represent both in-
side-hospital and outside-hospital perspectives. The providers include five 
nurses (three in hospital settings and two in outpatient clinics), two emergen-
cy room physicians, two family practice/internal medicine physicians (both 
in outpatient clinics and private practices), two hospitalists, and one social 
worker. All were experienced and knowledgeable about hospital readmissions. 
Their insights are below.
Avoidable hospital readmissions are a problem.
The providers interviewed believe avoidable hospital readmissions happen too 
frequently. A family practice physician in New York said, “Probably a third of 
the patients… come back to the hospital because something happened... it’s 
high.” Most believe the high readmission rate is a problem—a sign that some-
thing is not working well in the health care system. A hospital-based nurse in 
Washington, D.C., commented, “[It] represents that the system is broken. It 
represents that as clinicians [we] have things to improve on… it’s a reflection 
that our patients are not understanding what we want them to understand. 
And lastly, it also shows that there is poor support in the community to meet 
our recommendations.” All agree there is room for improvement within their 
institutions and practices to reduce readmissions.
The issue is on their radars.
All of the providers who were interviewed said hospitals are making avoidable 
readmissions a top priority. The new penalties for readmissions are the main 
driver of this focus, according to providers. They said hospitals are now doing 
things like establishing quality improvement teams and improving their dis-
charge processes—starting discharge discussions earlier in the hospitalization, 
spending more time with the patient in discharge, having cross-disciplinary 
teams involved in discharge (dieticians, social workers, physicians), and doing 
better follow-up care.
Pressure to discharge quickly sends some patients home 
before they are ready.
Some doctors feel they are caught in a squeeze play. Hospital administrators 
carefully monitor length of stay—they are eager to send people home because 
the longer a patient stays the less money they make. Thus, providers said 
that the prevailing pressure is to discharge patients as early as possible. This 
can lead some patients to be discharged too soon, before they are ready. A 
family practice physician in New York explained, “So now [they tell you], 
‘Doctor, you cannot keep that patient. Are you having the patient on any 
IV solutions? No? The patient is drinking, the patient is on pills. The patient 
has to go home.’ So it’s a lot of pressure also from the hospital to send him 
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home. Patients with just a little improvement, even if sometimes you feel like 
this patient belongs there still, it’s a lot of pressure because of the economic 
reasons.” The same physician explained that hospitals frown upon providers 
who keep patients in the hospital longer than the recommended number of 
days. He said, “And if you have an unacceptable number of days that your 
patients stay in the hospital, they’ll talk to you.” On the other hand, provid-
ers also recognized that longer stays can also increase the likelihood that bad 
things, like infections, could happen to patients.
Money drives current hospital discharge policy.
The reasons to discharge patients quickly from hospitals are financial, accord-
ing to the health care providers who were interviewed, and are a result of the 
current reimbursement system. An emergency room physician who practices 
in Virginia explained, “I think hospitals, because of reimbursement issues, 
are often motivated to get patients out ASAP. So they get a fixed amount of 
payment for a given DRG [disease-related group] and whether the patient’s 
in the hospital for two days or 10 days with congestive heart failure, they get 
the same amount of money. So they want to get the patient out… and they 
can do that. But what they can’t do is necessarily keep the same patient from 
coming back to the emergency room a week later with the same problem.” A 
hospital-based nurse practitioner in Washington, D.C., addressed the same 
theme when she said, “The length of stay is one of the big buzzwords in the 
hospital. When you are here 10 days, 15 days, you know people are always 
looking, ‘How can we get this person out?’ There is the feeling there’s some 
financial [pressure].” A New York nurse made a similar comment when she 
said, “It’s just the whole system [pressuring us to discharge too soon]. You 
know they’ll be saying, ‘Discharge, discharge, discharge.’”
Discharge decisions are complicated.
The providers wanted to make clear that discharge decisions are often com-
plicated with no easy answers. They offered real-life cases as examples of the 
many factors they must sometimes weigh when deciding whether to discharge 
a patient or not. A New York family practice physician gave the following 
example to prove the point:
“I have an 80-year-old lady. She went to the clinic, saw the doctor 
that was working. She’s 80-something; there’s something wrong. I 
saw the urine. She had a urinary tract infection, but I don’t want her 
to be home. She’s 80-something with a lot of medical problems. I 
sent her to the hospital to be admitted. I followed her. I gave [her] 
IV antibiotic fluids. [The] urine cleared up but she [might have] 
pneumonia, too. So we had an X-ray. Everything was clear at that 
point. I sent her home the following day because I don’t want her 
to catch something in the hospital. Two days after she’s back in my 
clinic saying… the cough is bad. So I sent her back [to the hospital]. 
Now she had pneumonia. So probably she had pneumonia the first 
“I think we just 
sometimes rush them 
out just too fast. We 
just need to give it 
maybe another day. 
Maybe another two 
days. Especially when 
it comes to our cancer 
patients who have 
no [white blood cell] 
counts. You come in 
with a fever and we 
give you antibiotics 
and we will send you 
home on antibiotics by 
mouth, which aren’t as 
strong as what we gave 
you with the IV.” 
Oncology nurse, 
New York
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[visit] and we were concentrating on the urine. It wasn’t enough. 
The treatment wasn’t enough.”
A hospitalist from Dallas also discussed the complex nature of discharge and 
the difficulty of assigning blame if there is a readmission. He said, “This whole 
big deal about hospital readmissions, they almost make it sound like it’s the 
hospital’s fault or the doctor’s fault. I really see the re-admittance more than 
half the time for other reasons. But they’re readmitted because they have sig-
nificant medical problems. They come in with say, congestive heart failure… 
I guess to put it in a simple way, their heart is just not working very well. They 
go home, they don’t take their medications, they don’t eat the right stuff. 
They come back in two weeks. Whose fault is that? In the eyes of the public 
and the government and Medicare, it’s the hospital’s fault now.” 
There are few barriers to patients returning to the hospital.
The emergency room physician from Virginia said he perceives few barri-
ers for insured patients to return to the hospital, particularly the emergency 
room, after they have been discharged. This is particularly true of older and 
frail patients, who may find it more convenient simply to return to the hospi-
tal than wait and see their regular physician. He said, “The resistance to using 
an ER is very low. You dial 911 and you get delivered right to the doctor’s 
stretcher. But to get to [an office], you know, the office of a private doctor, 
you got to have a car, the car’s got to park, you got to take an elevator.” This 
means that no matter what improvements hospitals make to reduce avoidable 
readmissions, patients may still return to hospitals in large numbers because 
they do not face any substantial barriers to doing so.
It is no longer clear who is in charge.
An internal medicine physician from New York said there is substantial con-
fusion these days about who is in charge of the patient once they go into 
the hospital. This confusion leads to fragmented care for the patient. He ex-
plained, “One of the big problems is who takes care of the patient in the 
hospital and who takes care of the patient when they’re out of the hospital? It 
used to be you were the patient’s doctor. If they got admitted to the hospital, 
you saw them in the hospital and then you saw them a week later. Now there’s 
a hospitalist, now there’s the outpatient specialist, now there’s the outpatient 
internist, and then the cardiologist, and then the pulmonologist, and every-
body else. And it’s difficult for all those people to communicate. And that can 
lead to readmissions because maybe [the patient] is put on medicine X when 
they leave the hospital and then when they see their primary doctor or their 
outpatient doctor, they don’t bring their medicines with them even though, 
you know, maybe they were asked to or maybe they weren’t. So you’re not 
sure what they’re on exactly.” 
But some providers argue there is sufficient communication.
Some providers pushed back on the idea that there is a lack of communica-
tion and coordination among providers. A family practice physician in New 
York explained that he is always contacted by the hospital when his patients 
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are admitted. He said, “I would say, like almost 100 percent of the time when 
one of your patients, a patient that is under your name, gets admitted in the 
hospital, they call you. They know me… the attending physician asks the pa-
tient, ‘Who’s your primary care?’ And they explain, ‘I have Mrs. so and so; she 
is here with chest pain and we think we need to admit her or we think that she 
can go home or she can see you.” A hospitalist in Dallas explained that he is 
always talking with his patients’ primary care physicians and other providers. 
He said, “You know we consult with them all the time, communicate with 
them. We communicate with the primary care physician when their patient is 
admitted to the hospital.”
Confusion about medication triggers readmissions.
Some providers said communication breakdowns occur most frequently 
around medication issues. A medication is changed in the hospital and the 
receiving physician is unaware and prescribes another medication that con-
flicts with that medication. Another communication challenge is that patients 
can become confused when medications are changed and their providers do 
not fully explain the changes. An oncology nurse in Washington, D.C., ex-
plained: “We sometimes prescribe Warfarin and sometimes we prescribe Cou-
madin [basically the same medication] and sometimes patients get these med-
ications listed on their medication files. So when you have a patient … they 
might think that Warfarin and Coumadin are completely different so they 
take one of each. And as a result they have an adverse effect from the drug.”
Nursing homes press hospitals to release patients who still 
need care.
A nurse in New York said that nursing homes and rehabilitation facilities 
apply pressure on hospitals to release patients when they still need significant 
care. The problem she sees is that these facilities usually lack trained staff and 
resources to care for an ill or recovering patient. The result is that the patient 
returns to the hospital a few days later. She explained, “Nursing homes… 
have their own liaison to the hospital. Sometimes they have eyeballed the 
patient, they have maybe gone through the record… I had a case recently, 
the patient has been in and out four times already. And each time somebody 
[from the nursing home] kept saying, ‘Yeah, we can handle this patient.’ And 
then a week later, they were back.”
Quality of providers varies on this issue.
Some providers believe that the quality of the individual provider may im-
pact a readmission. Some providers are proactive, thinking ahead, and taking 
steps to avoid a readmission. But there are some providers who do not think 
like this. An oncology nurse from Washington, D.C., gave a vivid example 
of the difference a provider can make in readmission. He said, “If I was your 
provider and I had given you pain medications and your pain is under con-
trol, but however you started to… not go to the bathroom for a week… I need 
you to eat. You have cancer. [And] if you’re not eliminating it, [it’s] because 
you’re so impacted and backed up. Well, it’s not uncommon. We have admit-
“I guess lack of 
education… I guess 
that could be our fault. 
If we don’t do a good 
job educating them 
on their disease, you 
know, make sure they 
understand what they 
need to do.” 
Hospitalist, 
Dallas
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ted patients who need manual disimpaction. I mean, my practice personally 
is, if you’re on pain medication, I have you on a bowel medication regimen… 
whether or not you like it [to avoid becoming impacted].” 
Patients and family members push for discharge.
Part of the pressure that hospitals face with discharge comes from the patients 
themselves. A nurse from New York explained, “There’s that stubborn group 
[of patients] that just [say], ‘I’m gonna go home and I’m going to do this, 
I’m fine, I don’t need anybody, get out of my life.’ [They] bump up and go 
home.” A family practice physician in New York explained, “Honestly, the 
majority of the patients wanted to leave. The patients that want to stay are 
rare.” In some cases, this can lead to patients being discharged who perhaps 
were not well enough to return home.
Patients are not always honest.
The nurses said that patients are not always truthful during the discharge 
process, and they do not always express how they feel about their home sit-
uations. A New York nurse, frustrated with the lack of honesty among her 
patients, said, “Tell me that you understand what I just taught you. Tell me 
that you understand your medications, don’t fib! Don’t tell me that every-
thing’s fine at home and I have food and I have all that… just tell me, just be 
more honest.” These nurses said that embarrassment over a lack of financial 
resources is a reason some patients don’t speak truthfully. Other patients are 
just wary and do not like answering questions about their private lives. And 
some patients just want to be discharged even if they are still unwell and even 
if they have no support in their homes. Asked to explain why some of her pa-
tients are not truthful during the discharge process, the New York nurse said, 
“I think sometimes people just get a little leery; like why are you asking me all 
this stuff? Like why do you want to know if I have food in my fridge? Why 
do you want to know if I can get to the doctor’s appointment? You know, so 
I think some people are just prone to be a little bit more private, they don’t 
want to delve [in] and tell you everything.” 
The lack of financial resources can lead to readmissions.
Some patients are unable to afford their medications, said providers, and 
this can lead to readmissions. The family practice physician from New York 
explained, “You give them a prescription to go buy medication… you know 
when that happens, they just put it in their pocket and that’s it, end of it. Peo-
ple who are not insured, they go home, and usually to maybe no medication, 
to nothing at all.”
Implications and Innovations
The patients, family members, and health care providers told stories that 
show the complexity of hospital readmissions. There are no clear-cut, one-
size-fits-all answers. And yet each story seemed to present opportunities to 
take action that could have led to a better outcome. Below are ideas that arose 
Page 44
The Revolving Door
from comments that patients and providers made in their stories. Many, if 
not most, of these ideas are being pursued in hospitals across the country.
Plan for discharge earlier.
According to many providers, hospitals are already doing this. An emergency 
room physician from Virginia explained, “[The hospital] is getting very much 
more proactive on discharge planning. In fact, they start discharge planning, 
not within minutes, but very soon after a patient gets admitted.” Starting 
earlier may give patients more opportunities to ask questions and retain the 
information.
Offer more intense education for new diagnoses.
The patients and families who received new diagnoses during the initial hos-
pital stay had substantial education needs that a traditional discharge process 
or consult with a physician will not be able to address. It would be helpful to 
flag these needier patients and connect them with more intense instruction 
and programs before they go home to reduce the likelihood of their returning 
to the hospital. 
Flag high-risk patients and provide case management.
Two patients in the Washington, D.C., region appeared to have experienced 
case management during their second hospital stays and felt this made a dif-
ference. Both said they were assigned case managers/navigators as soon as 
they were admitted and that these individuals followed their cases and pro-
vided care coordination throughout the entire stay.
Take a multidisciplinary approach to discharge.
The hospitalist from Dallas explained that his hospital has a team approach 
to discharge to cover the range of needs a patient might have. He said, “Ev-
ery patient who smokes, [they get] smoking cessation. If they’re diabetic, we 
counsel them on diet, weight loss, exercise. If you come in with heart failure, 
we counsel them on keeping the weight [down] once they get home, low-
salt diet. That’s our job. That’s what we do when they’re discharged from the 
hospital.”
Check in with patients with chronic conditions.
At least two patients had big knowledge gaps when it came to caring for their 
chronic illnesses. Because they both had these conditions for a long time, 
they did not seek out new information and their providers did not offer it 
during the initial hospitalization. As a result, both returned to the hospital 
with their conditions still out of control. Patients with conditions like diabe-
tes and COPD could use a check-in during their hospital stay to make sure 
they know the basics about their illnesses. 
Arrange follow-up care.
In some of the patient stories, there was little or no follow-up care with a 
medical professional after the initial hospitalization. This caused problems. 
There are many reasons for lack of follow-up care and patients take some re-
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sponsibility for failing to follow-up care despite the best efforts of the hospital 
to schedule an appointment. However, maybe there is more that hospitals can 
do. For example, a nurse in New York explained that she arranges follow-up 
visits for each of her discharged patients through the hospital’s own outpa-
tient clinic—even if the patient has his or her own primary care physician. The 
hospital does this to make sure there is follow-up care and oversight once the 
patient leaves the hospital. They also feel more confident that the patient’s 
information—like medications and hospital records—will be communicated 
to the clinic provider.
Reconnect with primary care physicians.
The providers asserted that hospital-based providers are, in fact, reaching out 
to patients’ primary care providers when they are admitted. But a number of 
the patients said they were not in contact with their physicians either during 
or after the hospital stay. This may be due to the rise of hospitalists and the 
fact that primary care doctors are less likely to spend time in hospitals visiting 
their patients. Whatever the reason, it seems critical that primary care physi-
cians reconnect with their hospitalized patients.
Monitor physician readmission rates.
Providers said just as hospitals seem to monitor physicians who keep patients 
in the hospital “too long,” it may prove useful to monitor those who have 
high readmission rates. Given the readmission penalties and the money now 
attached to this issue, it is likely hospitals already are monitoring readmission 
rates of their providers.
Offer more training for providers.
Providers said their colleagues vary in quality and this may be impacting read-
missions. It seems essential that provider training focus more intensely on this 
issue in the future to reduce the variance that providers said currently exists.
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A Patient’s Story: Lincoln
Readmitted for Pneumonia
Lincoln is a 50-year-old African American man living alone in an apart-
ment in Queens, N.Y. He lost his full-time job with the downturn in the 
economy and is currently working part-time. Lincoln has Medicaid cover-
age. His health is “pretty good now,” but he is at risk for esophageal cancer 
and must be checked yearly for cancer cells in his throat. He also takes 
medication for acid reflux.
Lincoln has battled pneumonia once before so he knew the symptoms 
when, in June 2012, he starting coughing, found walking difficult, and 
could not catch his breath. He called 911 and was taken to a local hos-
pital. The hospital was not his first choice—he had a previous negative 
experience there before, but felt he had no choice since the hospital was 
closest to his home. He said, “I knew it was going to be a nightmare” when 
he learned he would be going to this hospital. He was admitted through 
the emergency room, treated with IV antibiotics, and released after three 
days. Lincoln felt it was too soon to be released. He said, “I don’t know 
if they pushed me out because they needed the space, [or] if they pushed 
me out because I’m on Medicaid and I’m not paying as much as private 
insurance.” The last time Lincoln was treated for pneumonia (at a different 
hospital), he was there for six days, so “it was kind of weird” to be released 
after three days.
During his initial hospital stay, he felt the nurses were “horrible” and over-
worked. He felt he did not have time with his doctor. He believes his 
caregivers—the doctor and the nurses—did the “bare minimum” in terms 
of care for his pneumonia. Since it was a teaching hospital, his doctor 
came to his hospital bed with his students and discussed his case. He 
told Lincoln he would increase his antibiotics and gave him his discharge 
date. Lincoln wishes he had more time to talk alone with the doctor. “You 
know, in retrospect, I could think of some things to ask, but when you’re 
sitting there and you are out of it… you want to hear [the doctor] but you 
also just want to sleep and be left alone.” 
Lincoln called his primary care doctor to tell him he was in the hospital. 
The primary care doctor asked Lincoln to come to his office once he was 
discharged so he could check on his recovery. But Lincoln did not make 
that appointment. He said, “All I wanted to do was lay in bed and sleep 
[once I got back home], and I knew he was going to ask me to come to 
his office, and again it’s not hard to get to Manhattan, but when you can’t 
breathe, the last thing you want to do is sit on the subway with people.”
“In my mind, I wasn’t 
quite ready [to be 
discharged] but I’m 
not a medical guy.”
Lincoln, readmitted 
for pneumonia,  
New York
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Lincoln did not have an informational discharge process. “‘Okay, you’re going to go home today, we’re going to 
discharge you’ and then that was the last I saw of him,” explained Lincoln. He said eventually the nurses came 
in and gave him some prescriptions, and then he signed some papers. That was all. He recalled that they told 
him to continue his medications until they were done, even if he was feeling better. But Lincoln did not feel well 
enough to go home yet. He trusted his doctor when he told him that he was getting better and so went along 
with the discharge despite his misgivings.
Lincoln left the hospital with three antibiotic pills and a prescription for more. He filled his prescription at his 
local pharmacy. Once home, alone in his apartment, he mostly slept the next two days. He explained what hap-
pened next: “In about two days, I was in that same state. I couldn’t walk from here to here without sitting down. 
So I called the ambulance again and they took me back.” He went back to the emergency room; they realized he 
had pneumonia and gave him oxygen and IV antibiotics, and after a six-hour wait for a bed, he was readmitted 
to the hospital.
Lincoln was in the hospital two days the second time. He said that he felt “much better” after the new round of 
IV antibiotics and the oxygen. He believes the readmission would never have happened if the hospital had just 
kept him five or six days during his original hospital visit. He was told that the IV antibiotics are more effective 
than the pills he was taking. He concluded that a few more days with the IV medications would have made the 
difference.
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A Patient’s Story: Barbara
Readmitted for High Blood Sugar
Barbara is a white, 44-year-old woman who lives in the Bronx, N.Y., with 
her husband and four children. She has worked as a child care provider for 
the last 10 years. Barbara is “dealing with a lot of health issues.” She has 
type 2 diabetes and says it has caused nerve damage and constant pain. 
She also suffers from sleep apnea, high cholesterol, and thyroid disease. 
Although diagnosed with type 2 diabetes in 1998, Barbara has large gaps 
in her knowledge about diabetes management that surfaced when she was 
hospitalized a year ago. Not once did she recall having a serious discussion 
about her diet with her primary care provider. She explained that she went 
to the emergency room when her blood sugar reached 500. She did not 
call her doctor first because it was late in the evening and she figured he 
would not answer. Barbara was admitted to the hospital and stayed for two 
days. She said that doctors in the hospital gave her saline through an IV 
to “kind of clear me out” and also insulin and put her on a diabetes meal 
plan. They took her blood sugar count three times a day. After two days, 
the doctors felt the count was “pretty stable” and they discharged her. 
Barbara questioned whether she should have been discharged so soon. “I 
don’t think [my counts] were stable... because they were still pretty high.” 
Barbara’s primary care doctor visited her during her initial hospital stay. 
Her emergency room doctor had asked who her primary care doctor was 
and contacted him. The primary care doctor told Barbara to make an 
appointment once she was discharged so that they could develop a new 
care plan. 
Barbara said the discharge process from the hospital was not as detailed 
as she would have liked. She explained that the hospital doctor stopped 
by her room and just told her to “watch what I’m eating” and that “every-
thing is under control now.” She said a nurse gave her a little more detail, 
“Like no sugars, no sodas, no candy, no sweets.” Barbara wanted more 
information and to “maybe speak to a nutritionist.” But she trusted her 
doctor and went home. 
Once home, Barbara contacted her primary care doctor’s office to make 
an appointment, but was told their earliest opening was a month away. 
Even after explaining she had just been discharged from the hospital, she 
still could not obtain an earlier appointment. Barbara was fine for the first 
day and a half at home, but started having terrible headaches. She checked 
her blood sugar and found it was 700, a number she said is “dangerously 
“[I would have liked 
it if they told me] 
what I could do 
better to take care of 
myself. Because maybe 
I’m doing something 
wrong. Sometimes 
I might skip meals 
and then when I do 
eat, I’ll eat the wrong 
things. [I would have 
liked to] maybe speak 
to a nutritionist, 
something like that.”
Barbara, readmitted 
for high blood sugar,  
New York
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high.” Barbara explained, “I panicked, I had never seen that before.” She hopped in a taxi and went straight back 
to the hospital.
The second hospital stay lasted two weeks. During the second visit, Barbara was given a new kind of insulin. 
Her doctor told her that her body had become accustomed to the old insulin and that she needed to change 
her dose. Her hospital doctor also recommended that she start seeing an endocrinologist since she has multiple 
chronic health conditions in addition to her diabetes. No one had told her this before. Barbara also met with a 
nutritionist—something she had wanted during her initial visit—and learned during this consultation that many 
of the foods she was eating were bad for her, like white rice. After two weeks, Barbara was feeling better and ready 
to go home. 
Once home, she finally had her appointment with her primary care doctor. It was her primary care doctor who 
taught her how to adjust her own insulin amounts and instructed her on how to correctly inject insulin. She 
thinks if she knew this information before, she could have possibly avoided the hospitalizations. “If I would’ve 
known [before], maybe I could’ve added a little more units to get [my blood sugar] down,” said Barbara.
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A Patient’s Story: Eric
Readmitted for Chronic Obstructive Pulmonary 
Disease (COPD)
Eric is a 51-year-old African American man who lives alone in Washing-
ton, D.C. Eric retired from social work early due to a disability and works 
part-time as an usher at a local theater. Eric has a number of health chal-
lenges. 
Back in May 2012, on Eric’s 51st birthday, he was struggling to breathe. A 
friend had given him a ride to renew his driver’s license and became wor-
ried about Eric when his breathing became labored. On the ride home, 
Eric told his friend he needed to get into his house because, “I knew that 
I wasn’t right.” Walking up the flight of stairs was difficult and once in-
side his home, Eric found it difficult to undress. A longtime smoker, Eric 
had never had such difficulty breathing before, but wondered if this was 
caused by his smoking. By 2 a.m., Eric still struggled to breathe, and called 
his best friend to take him to the hospital. 
Eric’s primary care physician is affiliated with a hospital so he chose to 
go there. He had been to this hospital before and felt comfortable there. 
In the emergency room, Eric had a CT scan, some X-rays, and received 
oxygen. He was admitted to the hospital for five days and during this 
time, Eric received a “whole lot of breathing treatments and just tr[ied] to 
absorb the new information [of] a second chronic disease to carry.” 
It was during this first hospital stay that Eric was told he has COPD. 
While Eric felt that his smoking was to blame, he did not spend time on 
regrets. “I don’t know I just... I just thought it would be extra strength if I 
took the guilt trip. You know, and that would be added weight that I don’t 
necessarily need.” What Eric was interested in, however, was information 
about caring for his new chronic health condition. He felt his doctors did 
not give that to him. Describing the instructions he received, Eric said, 
“Just a whole lot of doctors going, ‘You shouldn’t smoke!’”
For Eric, it is important to feel a connection with his doctors. He has been 
battling a chronic disease for a long time and believes he gets better care 
when he has a personal connection. The challenge for Eric was that his 
primary care doctor was out sick while he was in the hospital and was not 
involved with his care. Eric did not feel a connection with the hospital 
doctors caring for him and was frustrated that they did not give him more 
information about his illness, especially during discharge. “The hospitals 
in general need to be a little more actively involved [with their patients]. 
The doctor, not the nurses, but the doctor should be involved personally.” 
''Folks with new 
diagnoses should 
almost have a sit 
down, one-to-
one discharge.''
Eric, readmitted 
for difficulty 
breathing 
Washington, D.C.
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This impersonal, uninformative discharge process frustrated Eric because “I had millions of questions.” Feeling 
uninformed about his COPD, Eric said he was “really scared to go home, but I knew I had to go home… I didn’t 
know how it would turn out.”
Once home alone, Eric’s labored breathing limited his ability to care for himself. With no energy, he bought pre-
pared foods. Without care instructions, he was unsure if he should be exercising or not and said he had gained 
20 pounds since his diagnosis. He also struggled with his smoking—limiting it but not giving it up completely, 
despite knowing it could harm him. Eric also had a new inhaler but no one explained when to use it. Eric did see 
a pulmonary specialist soon after his hospitalization but felt it was too soon after the diagnosis to really benefit 
him.
Eric returned to the hospital about 30 days after his discharge, once again for breathing problems. Feeling he was 
recovering from his initial hospitalization, Eric took a five-day trip to Las Vegas during which time he smoked, 
endured 115 degree temperatures, and generally did not take care of his health. Eric knew he was ill when he 
returned home but decided to wait until a scheduled appointment rather than rush to the emergency room. 
This appointment was with a new pulmonary specialist, one who was attached to a different hospital. In that 
appointment, the specialist decided to admit Eric to the hospital right away because, as Eric explains, “I couldn’t 
breathe. I was coughing all over the place.” This was a different hospital from Eric’s first breathing episode. This 
time, Eric was assigned a “navigator” while in the hospital—a patient advocate who followed Eric’s case and 
helped identify and coordinate his care needs. Eric made a personal connection with his navigator, who “knew 
me, knew my family.” He also connected with his doctors this time around, who “held my hand and made 
eye contact.” While in the hospital, the doctors changed his inhaler and medications and Eric believes this has 
helped improve his health. 
Eric’s health insurance plan became involved during this second hospital visit as well, calling him and discussing 
various resources to support his health. Through this contact, Eric was referred to a smoking cessation program 
and was sent information about his COPD. When Eric was discharged, he was sent home with a small wireless 
monitor to help him track his breathing. According to Eric, he must answer five or six questions daily about his 
breathing and input this information to the monitor. This will help flag any early signs of breathing problems. 
Eric has not returned to the hospital since this second stay and feels more informed and secure now about his 
COPD.
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A Patient’s Story: David
Readmitted for a Pulmonary Shutdown
David is a 53-year-old white male who lives in the Dallas area. David’s 
health coverage comes from Medicare (because of his disability) and pri-
vate insurance. He was diagnosed with muscular dystrophy when he was 
17 years old and says the symptoms did not start affecting him until his 
mid-thirties. David was ambulatory until he was 47 years old, but now 
relies on a motorized scooter for his mobility. 
David explained that his health was good until 2007. “I was like a normal 
person.” The combination of a stressful job, poor diet, and smoking led 
to cardiac arrest during that year, however. Since that time, David says his 
overall health has declined. His biggest challenge is that each winter, Da-
vid comes down with pneumonia and is usually hospitalized for a number 
of days until his lungs clear. “Any small cold can turn into something very 
deadly for me.” 
In May 2012, David was hospitalized once again. He said he had felt ill 
all week and then suffered a “pulmonary shutdown” in his home. A friend 
happened to be over that night and noticed that David did not look well. 
After David went to bed, she checked on him and saw that his lips were 
blue and that he was unconscious. She called 911. “The next thing I re-
member is waking up, tied to a bed, there was a big breathing tube down 
[my throat]. I can’t talk, pray, and I was on a ventilator,” said David. 
David was in this hospital for about nine days and did not like the care 
he received. He explained, “They had this new deal where they don’t have 
enough nurses in the ICU and so you wake… and you are screaming… 
and they got a TV screen [instead of nurses]. It’s just terrible.” David ex-
plained that the TV screens were part of a monitoring system the nurses 
use to observe patients in the ICU. David would have preferred more 
human contact during this period and he complained to his doctors. “I 
told them, ‘You are not taking care of me, I push my button, I push my 
button…’ I was getting sores on me from laying in my own stuff.” 
David was transferred to an affiliated ICU hospital where he was told he 
could receive more care. He was there for five days and once again was 
disappointed in the care. While his cardiologist and pulmonary doctor 
visited him at the first hospital, David said he did not know any of his 
providers at the new hospital and felt alone. “I know I was weak and I 
couldn’t move… you think that they’re going to do more damage than 
they’re going to do good. You lose all faith in them… because I knew 
nobody.” 
“I didn’t know a soul, no specialist to come by, my cardiologist didn’t come by. I can’t even tell you who was in control.”
David, readmitted for pulmonary shutdown, Dallas
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Although weak and still ill, a nurse asked him if he felt ready to go home. David responded “no.” When asked 
if there was someone at home to look after him, David told the nurse about the tenant who rents a room in his 
house. David said the nurse did not suggest a visiting nurse check on him and he did not even know if his in-
surance would have paid for it. David did not feel ready to go home and feared he might die once home. “I was 
real nervous, I didn’t know if I would make it. I thought this might be it.” The hospital discharged him anyway. 
David was only home one day before he knew he was too ill to be there. “I just couldn’t, I mean I still wasn’t 
breathing.” David felt he could not rely on friends for all of the help he needed at home in his weakened state 
and with his mobility issues. “I got to feed [myself]… some people work, you know I can’t expect [my friends to 
do everything]. I couldn’t even always get to the bathroom.” This time, David called a private ambulance so that 
he could choose his hospital—a teaching hospital that is a farther drive from his home—rather than return to the 
two hospitals he had recently visited.
David did not contact his cardiologist or his pulmonary specialist during this time period because he was afraid 
they would send him back to the first hospital, where they both have privileges. He thought they might say, “If 
you feel worse, come back to the hospital.”
David was happy with his choice of hospital this third time around. “The nurses were a lot nicer. Their pulmo-
nary person came in, looked at me, and took X-rays, and said, ‘You got a pulmonary plug, as she called it, and 
she described it as a man-of-war, you know those things that float in the water, got little tentacles… She goes, 
‘You got to get that out of there.’”
David explained that the pulmonologist at the first hospital had talked about looking in his right lung to see if 
there was a blockage, but was thankful this new doctor pushed for the procedure and actually removed the plug. 
Almost right away, David said his breathing improved. A nutritionist visited David during this third hospital 
stay and explained about ways for David to improve his diet. She also explained that certain foods aggravated 
David’s breathing issues—some of which are complicated by his muscular dystrophy—and made him feel like he 
could not catch his breath.
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A Provider’s Story: Glenn
Internal Medicine, Outpatient Hospital Clinic, New 
York
Glenn is an internal medicine physician who works at an outpatient facil-
ity in an academic hospital in New York. He explained that at the clinic, 
he runs pre-surgical testing, sees his regular patients, supervises residents, 
and plays a role in the quality improvement department.
Glenn explained that the issue of avoidable hospital readmissions is be-
coming more of a priority at his affiliated hospital. “I think the way the 
government sort of drives priorities these days is through control of the 
purse strings… so [readmissions] has become an issue because they’re not 
going to pay for a readmission in some cases.” 
But he says this is a complicated issue and that physicians like him feel 
cross-pressured. “Based on DRGs, the hospitals try to get the patients out 
as soon as they seemingly can. On the other hand, if you send somebody 
home after three days and 90 percent of the time that’s enough for them, 
but 10 percent of the time they’re going to decompensate and have to 
come back in two more days, then if you kept everybody for those five 
days, maybe none of them would come back and you have no readmis-
sions.” 
Providers like Glenn seem to be playing the odds each time they discharge 
a patient. He gave an example of a heart failure patient to show how diffi-
cult it can be for a provider to make the right discharge decision. He said, 
“Let’s say heart failure, for instance… if someone comes in and they’ve 
got too much fluid in their system and you give them medications, and 
you get them to get rid of some of that fluid, you may say, ‘All right. You 
know it seems like they’ve probably gotten rid of enough and if they go 
home now, as long as they keep up their diet and take their medicines, 
they probably won’t need to come back.’ And in most cases, that may be 
true. But it may be that the patient is going to stop their medicines or not 
going to comply with their diet, which is frequently the case. And if you 
send them home [as soon as] you can, then you don’t have that much of 
a margin of safety. If you kept them an extra day or two, maybe get rid 
of more fluids… they may go home that far away from decompensating. 
And they’d be less likely to be readmitted if you kept them a couple more 
days.”
Glenn also understands that it is challenging for patients to absorb in-
structions in the hospital and be able to follow them once home. He said, 
‘,,Now there’s 
a push to make 
that appointment 
from the hospital 
for the patient 
and send them 
out with that.,,
Glenn, internal 
medicine,  
New York
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“It’s hard to give patients instructions and it’s hard on the patient’s end to listen to instructions and to remember 
everything you’re told. You know, just waking up from anesthesia, or it’s a week before the surgery and you’re 
nervous about the surgery. You have other things on your mind and you know you’re being told a whole bunch 
of things that you don’t have a context to put them in because you’re not really trained in that. And… it’s hard 
to remember things if you don’t know… you’ve never seen a wound before; you’ve never seen any of that.”
But Glenn saw positive change occurring on this issue. At the hospital he is affiliated with, there is more effort 
to refer discharged patients to outpatient providers to ensure there is follow-up care and possibly avoid a read-
mission. He said, “There is the theory that if somebody’s seen soon, within a few days of being discharged, then 
if they’re decompensating or look like they’re heading toward getting readmitted, the outpatient doctor may be 
able to do something to head that off.”
He also noticed a stronger push for follow-up care more generally. Glenn explained, “So there are initiatives, for 
instance, to make sure… so generally when the patient’s discharged, you would ask them in the olden days to 
make an appointment with their doctor within a week or two weeks. It was found that many times the patients 
either felt that they felt okay or for whatever reason, they didn’t make that appointment. So now there’s a push 
to make that appointment from the hospital for the patient and send them out with that.”
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The Revolving Door
Appendix A: Profile of Participants
Patients Caregivers
Health Care 
Providers Total
Gender
Men 12 3 7 22
Women 4 1 5 10
Age
30–40 2 3 5
41–50 5 5 10
51–64 7 2 3 12
65+ 2 2 1 5
Race
White 6 1 8 15
Black 7 3 2 12
Latino 3 2 5
Health 
Condition
Pneumonia 4 4
Heart-related 
condition
4 1 5
Surgery/post-op 3 3
COPD/respiratory 2 1 3
Diabetes 2 2
Other 1 2 3
Insurance Type
Employer 11 11
Medicare 4 4 8
Medicaid 1 1
Type of 
Provider
Nurse 5 5
ER doctor 2 2
Internal Medicine/ 
Family Practice
2 2
Hospitalist 2 2
Social Worker 1 1
Years in 
Practice
1-4 1 1
5-9 2 2
10-19 6 6
20+ 3 3
Total 
Participants
16 4 12 32




